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SOME  POINTS  IN  PNEUMOTHORAX,  WITH 

ILLUSTRATIVE  CASES 

By  DAVID  W.  FINLAY,  B.A.,  M.D.,  F.R.C.P.,  F.R.S.E., 
Professor  of  the  Practice  of  Medicine  in  the  University  of  Aberdeen 

On  account  both  of  aetiology  and  certain  striking  physical 
signs,  pneumothorax  must,  among  diseases,  always  be  '  re- 
garded with  rather  exceptional  interest.  And  although  not 
much  has  been  added  in  recent  years  to  the  diagnostic 
element  connected  with  the  disease,  the  question  of  treat- 
ment, which,  after  all,  is  of  prime  importance,  has  come  to 
be  considered  from  a  wider  point  of  view  than  that  current 
even  a  decade  ago.  Two  or  three  of  the  cases  which  have 
most  recently  come  under  my  observation  present  some  points 
of  interest  to  which  I  propose  now  to  refer. 

As  regards  the  aetiology  of  pneumothorax  generally,  the 
most  elaborate  statistics  with  which  I  am  acquainted  are 
those  of  Biach,  quoted  by  Eichhorst,^  drawn  from  a  thirty- 
eight  years'  record  of  the  three  large  hospitals  in  Vienna. 
The  total  number  of  cases  is  918,  distributed  as  to  causation 
as  follows  : — 


Phthisis 

715 

Gangrene  of  lung 

.        65 

Empyema 

45 

Injury 

32 

Bronchiectasis 

ID 

*  Eichhorst,  Hermann,  **  Handbuch  der  Speciellen  Pathologic  und  Therapie," 
vol.  L,  p.  522.     1885. 
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Abscess  of  lung 

Emphysema 

Decomposition  and  breaking  down  of  a 

haemorrhagic  infarct 
Paracentesis  of  the  thorax 

lO 

7 

4 
3 

Perforation  of  oesophagus 

2 

Perforation  of  stomach 

2 

Nematode  worms  in  pleural  cavity 
Very  rare  conditions  in  single  cases 

2 

7 

Obscure  causes 

14 

The  position  in  this  list  of  phthisis  as  the  predominant 
factor  in  the  causation  of  pneumothorax  (77*8  per  cent.) 
agrees  with  the  statements  of  other  statistical  tables,  and 
accords,  indeed,  with  universal  experience.  The  statistics  of 
Saussier  bring  out  a  percentage  of  6r8,  but  his  total 
number  of  cases  was  much  smaller,  131  as  against  918, 
and  therefore  more  exposed  to  fallacy.  If  we  take  only 
the  cases  in  which  the  perforation  was  due  primarily  to 
disease  acting  through  the  lung,  and  not  to  some  external 
cause,  the  percentage  of  tubercular  cases  will,  of  course,  be 
greatly  raised. 

James  A ,  a  fisherman,  aged  2 1,  was  admitted  into  the 

Aberdeen  Royal  Infirmary  under  my  care  on  13th  February 
1895,  complaining  of  illness  of  about  a  fortnight's  duration. 
This  had  commenced  with  shivering,  breathlessness  and  cough, 
accompanied  by  sharp  pain  in  the  left  side  of  the  chest.  There 
was  a  very  little  expectoration,  which  was  blood-stained.  He  had 
a  rigor  in  the  out-patient  room  when  applying  for  admission  to 
the  hospital. 

On  examination  at  2  p.m.  his  temperature  was  found  to  be 
105*2**  F.,  pulse  136,  respiration  36.  He  lay  on  his  right  side, 
with  face  cyanosed  and  alae  nasi  acting  ;  turning  in  bed  in- 
duced a  paroxysm  of  coughing,  but  he  brought  up  no  sputa. 
Over  the  apex  of  the  left  lung,  both  in  front  and  behind,  there 
were  impaired  resonance,  bronchial  breathing  and  coarse 
crepitant  sounds.  The  right  lung  appeared  normal,  as  were 
also  the  heart's  sounds  and  position.  During  the  next  day  or 
two  the  physical  signs  became  more  pronounced,  but  the  tem- 
perature did  not  reach  the  same  height,  occasional  tepid  spong- 
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ing  being  employed.  The  patient  slept  well,  and  took  plenty 
of  nourishment  and  a  smalL  quantity  of  stimulant,  but  he  sweated 
much. 

Matters  went  on  with  temporary  improvement  and  relapses 
alternating  for  nearly  a  month ;  meanwhile  he  emaciated  a 
good  deal  and  continued  to  perspire  freely,  temperature,  re- 
spirations, and  pulse  all  showing  considerable  variations.  He 
always  expressed  himself  as  feeling  "  fine  "  ;  and  although  he 
coughed  a  good  deal  there  was  a  complete  absence  of  expec- 
toration. It  was  noticed  also  that  he  constantly  lay  in  bed  on 
his  right  side,  stating  that  lying  on  the  back  or  sitting  up 
brought  on  sickness. 

During  all  this  time  the  physical  signs  were  practically  un- 
altered ;  but  on  making  an  examination  of  the  chest  on  March 
14th  the  dulness  over  the  left  lung  in  front  was  found  to  have 
disappeared,  being  replaced  by  resonance  nearly  as  well  marked 
as  that  of  the  right  side.  On  auscultation  only  a  few  distant 
crackles  were  heard,  and  no  bell  sound  could  be  elicited.  A 
little  muco-purulent  material  was  now  expectorated,  which  on 
examination  was  found  to  contain  tubercle  bacilli  in  consider- 
able abundance.  The  respirations  were  increased  to  forty  per 
minute.  On  March  28th  the  patient  was  a  good  deal  cyanosed, 
his  respirations  numbering  fifty  per  minute,  and  he  was  sweat- 
ing profusely. 

On  physical  investigation  the  greater  part  of  the  left  side 
was  found  to  be  over-resonant  to  percussion ;  breath  sounds 
were  distant  and  of  amphoric  quality ;  both  bell  sound  and 
succussion  splash  were  obtained ;  and  although  the  apex  im- 
pulse of  the  heart  could  not  be  fek,  the  sounds  were  best  heard 
over  the  right  border  of  the  sternum  at  the  level  of  the  fifth 
interspaces.  Some  bulging  of  the  left  side  was  also  observed, 
but  its  movement  was  not  altogether  abolished.  Over  the  right 
back  the  breath  sounds  were  very  harsh,  and  were  accompanied 
by  rhonchus  and  sibilus. 

During  the  next  few  days  the  signs  of  pneumothorax  be- 
came more  marked,  the  bulging  increased,  also  the  tympanitic 
-quality  of  the  resonance,  and  the  metallic  sounds  (tinkling  and 
bell  sound)  were  more  distinctly  evident.  The  heart  also  was 
much  more  displaced,  its  maximum  impulse  being  found  in  the 
iifth  interspace  outside  the  right  nipple,  patient  lying  on  his 
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right  side  and  half  turned  on  his  face.  Crepitant  sounds  were 
now  also  audible  over  the  right  side. 

Dyspnoea  and  cyanosis  increasing,  the  left  pleura  was  punc- 
tured in  the  sixth  interspace  about  an  inch  in  front  of  the 
posterior  axillary  line,  giving  exit  to  a  considerable  quantity 
of  air,  and  about  four  ounces  of  slightly  turbid  serous  fluid  in 
which  tubercle  bacilli  were  found  in  fair  abundance.  After  the 
puncture  the  patient  expressed  himself  as  feeling  easier,  and  his 
breathing  was  considerably  improved ;  the  heart's  apex  also 
came  over  nearly  two  inches  towards  the  left  On  the  morning 
of  April  lOth  the  following  note  was  made:  Pulse  128,  soft 
and  regular;  respiration  38;  temperature  ioo'8^  Passed 
rather  a  bad  night,  but  did  not  cough  much.  There  is  con- 
siderable cyanosis  of  face,  and  he  lies  in  the  semi-prone  decu- 
bitus, resenting  any  attempt  at  getting  his  position  changed  for 
examination.  He  breathes  with  obvious  effort,  but  still  ex- 
presses himself  as  feeling  "fine."  Tympanitic  resonance  is 
marked  over  the  greater  part  of  the  left  side,  both  back  and 
front,  together  with  breath  sounds  of  amphoric  quality,  accom- 
panied by  some  sibilus  and  occasional  metallic  tinkling. 
(Succussion  was  not  employed  owing  to  the  discomfort  of  the 
patient)  The  heart's  maximum  impulse  was  found  to  be  just 
inside  the  right  nipple.  Over  the  right  back  the  breath  sounds 
were  harsh  and  accompanied  by  abundant  sibilus ;  the  right 
front  could  not  be  examined.  Later  in  the  day,  owing  to  in- 
creasing respiratory  distress,  paracentesis  was  again  performed. 
Some  gas  and  six  ounces  of  sero-purulent  fluid  were  evacuated 
and  the  cannula  was  removed.  Thereafter  he  expressed  him- 
self as  feeling  better,  but  there  was  no  obvious  change  in  the 
physical  signs  except  that  breath  sounds  of  a  more  natural 
quality  were  heard  over  all  but  the  lower  part  of  the  left  back. 
He  passed  a  bad  night  after  this,  being  restless  and  delirious. 
His  pulse  was  128,  soft  and  dicrotous,  and  his  respirations  36, 
abundant  dry  and  moist  sounds  being  heard  over  the  whole  of 
the  right  front 

His  appetite  now  failed,  the  breathlessness  and  cyanosis 
again  increased,  and  on  April  1 3th  the  pleura  was  punctured 
for  the  third  time,  a  considerable  amount  of  air  and  fluid  again 
escaping.  The  cannula,  on  this  occasion,  was  left  in  situ.  He 
stated  that  he  felt  better  for  this  procedure,  and  his  respiration 
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improved,  but  during  the  following  night  the  cannula  became 
dislodged  and  he  was  attacked  by  severe  dyspnoea.  On  arrival 
of  the  house  physician  the  cannula  was  replaced  and  a  con- 
siderable quantity  of  air  escaped  ;  his  respirations,  however, 
were  now  gasping,  and  death  took  place  in  a  few  minutes, 
efforts  to  restore  respiration  being  resorted  to  without  effect. 

At  the  post-mortem  examination  made  the  following  day, 
the  left  pleural  cavity  was  found  to  contain  five  and  a  half 
ounces  of  sero-purulent  fluid  with  fibrinous  flakes,  the  costal 
and  pulmonary  surfaces  being  also  coated  with  a  layer  of  pale 
yellow  lymph.  At  the  base  of  an  old  adhesion,  about  an  inch 
and  half  from  the  apex  of  the  lung,  there  was  an  opening 
about  f  th  of  an  inch  in  diameter  connected  with  a  small 
vomica  lying  immediately  underneath  the  pleura.  A  couple 
of  inches  below  this  there  was  a  second  opening  about  the 
size  of  a  crow  quill,  also  leading  into  a  small  cavity.  Other 
cavities  were  scattered  throughout  the  greater  part  of  the  lung, 
the  largest  being  near  the  apex,  and  the  whole  lung  was  con- 
solidated with  tubercle.  The  right  pleural  cavity  contained 
one  and  a  half  ounces  of  clear  serous  fluid,  and  the  upper  part 
of  the  upper  lobe  of  the  corresponding  lung  was  consolidated 
and  full  of  tubercular  nodules,  but  free  from  excavation. 

Passing  by  the  question  of  aetiology  which  need  not  be 
here  referred  to,  the  foregoing  case  illustrates  the  fact  that 
pneumothorax  does  not  always  declare  itself  with  the  intensity 
of  symptoms  which  are  found  in  what  may  be  called  the 
typical  cases,  but  often  comes  on  insidiously,  and  is  only  dis- 
covered on  physical  examination.  Here  there  was  no  complaint 
of  any  acute  change  in  the  feelings  of  the  patient,  and  the 
most  reasonable  explanation  of  this  feature  seems  to  be  that 
where  great  respiratory  difficulty  and  discomfort  exist,  the 
system  generally  having  become  to  some  extent  habituated 
to  this  condition,  the  intercurrence  of  pneumothorax  acting 
upon  a  lung  already  in  great  part  disabled  adds  but  little  to 
the  feeling  of  illness  and  does  not  much  attract  the  attention 
of  the  patient 

The  relief  afforded  by  the  puncturing  of  the  pleura  and 
escape  of  the  pent-up  gas  is  also  worthy  of  note,  while  at  the 
same  time  it  may  be  observed  that  the  improvement  was  only 
temporary.     This  could  only  be  so  in  the  nature  of  the  case, 
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as  the  primary  disease  from  which  the  patient  sufTered,  and 
which  underlay  his  attack  of  pneumothorax,  was  hurrying  him 
to  his  end. 

The  opinion  has  been  put  forward  that  the  air  should  be 
removed  by  aspiration ;  but  this  view  does  not  seem  to  accord 
with  a  clear  appreciation  of  all  the  conditions  present  The 
only  hope  of  possible  cure  lies  in  the  closing  by  nature  of  the 
aperture  in  the  pleura  by  a  covering  of  lymph,  and  the  absorp- 
tion of  the  air.  This  is,  of  course,  very  improbable  in  the 
great  majority  of  cases  having  a  tubercular  aetiology ;  but  we 
know  that  it  does  occur  in  cases  which  we  have  no  reason  to 
suppose  to  be  tubercular,  and  it  is  conceivably  possible  in 
some  which  are.  If,  therefore,  we  aspirate  the  pleural  cavity 
so  as  to  remove  the  air  and  expand  the  lung,  we  may  put  a 
greater  pressure  upon  the  aforesaid  covering  of  lymph  than  it 
is  able  to  bear,  with  the  result  that  it  is  likely  to  be  torn,  the 
af>erture  reopened  and  the  whole  process  of  Nature  towards 
cure  will  have  to  be  carried  on  again  de  novo.  But  the  mere 
puncture  by  a  trocar  and  cannula  is  quite  a  different  matter ; 
its  effect  being  merely  to  equalise  the  pressure  on  both  sides  of 
the  pleura,  and  where  there  is  considerable  and  increasing 
pressure  acting  upon  the  lung,  to  save,  possibly,  the  patient 
from  being  asphyxiated.  The  proper  time  for  the  practice  of 
this  item  of  treatment  must  be  decided  upon  after  a  review  of 
all  the  sig^s  and  symptoms  of  the  individual  case ;  but  it 
is  not  unlikely  to  arise  sooner  or  later,  and  in  cases  where  the 
opening  in  the  pleura  is  a  valvular  one,  allowing  air  to  enter 
freely  but  not  to  escape,  sooner  rather  than  later.  Attention 
may  also  be  directed  to  the  fact  that  tubercle  bacilli  were 
readily  found  in  the  fluid  which  escaped  from  the  pleural 
cavity;  and  this  might  be  a  useful  point  in  connection  with 
diagnosis  in  cases  where  no  sputa  might  be  obtainable. 

The  fact  that  pneumothorax  may  take  place  apart  from 
exertion  or  coughing  in  a  person  not  known  to  be  the 
subject  of  lung   disease    receives  illustration   from   my  next 

case,  that  of  John  W ,  aged  35,  also  a  fisherman,  who 

first  came  under  observation  on  28th  August  1895.  ^^ 
was  one  of  a  family  of  thirteen,  one  of  whom  was  reported  to 
have  died  of  phthisis.  Six  months  before  admission  he  had 
suffered  from  influenza,  and  had  never  properly  regained .  his 
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strength.  In  July  he  had  been  sent  to  a  convalescent  home, 
and  on  the  morning  of  leaving,  when  on  his  way  home,  sitting 
on  the  top  of  an  omnibus,  he  was  attacked  suddenly,  without 
coughing,  by  severe  dyspnoea. 

On  examination  he  was  seen  to  be  a  fairly  healthy-look- 
ing, well  developed  man,  with  ruddy  complexion ;  pulse  no, 
respiration  28,  temperature  98*8°  F.,  complaining  of  short- 
ness of  breath  and  a  slight  pain  in  the  right  side  of  the  chest. 
This  showed  distinct  bulging,  together  with  impaired  move- 
ment ;  tactile  fremitus  was  scarcely  perceptible,  and  the  per- 
cussion note  was  over-resonant,  especially  in  the  region  of  the 
nipple.  Breath  sounds  were  scarcely  audible  above  the  nipple, 
even  with  forced  inspiration ;  below  the  nipple  both  sounds 
were  heard  of  a  ringing  metallic  quality.  The  voice  and 
cough  sounds  were  also  of  a  metallic  kind,  and  the  bell  sound 
was  easily  elicited.  Posteriorly  the  conditions  over  the  upper 
half  of  the  right  chest  were  similar  to  those  in  front ;  and  over 
the  lower  half  there  was  impairment  of  resonance,  which 
became  marked  dulness  towards  the  base.  But  little  breathing 
was  heard  over  the  back,  except  about  the  middle,  between 
the  inferior  angle  of  the  scapula  and  the  vertebral  spine,  where 
it  was  of  markedly  bronchial  quality.  The  dulness  just  re- 
ferred to  was  found  to  change  its  position  somewhat  with 
changes  in  the  position  of  the  patient,  and  succussion  splash- 
ing sound  was  well  marked.  The  heart's  maximum  impulse 
was  found  in  the  fifth  interspace,  an  inch  outside  the  left  nipple 
line.  The  temperature  was  scarcely  raised,  being,  indeed,  after 
the  first  day,  subnormal,  appetite  was  good,  and  there  was  no 
sweating ;  a  slight  cough  was  present,  accompanied  by  a  very 
little  mucoid  and  frothy  expectoration.  Exploration  of  the 
pleura  with  the  hypodermic  syringe  showed  the  presence  of 
clear  straw-coloured  serum,  in  which  no  pus  cells  were  found ; 
the  sputa  were  free  from  tubercle  bacilli. 

He  was  dischai^ed  at  his  own  request  and  against  advice 
on  October  nth,  no  material  change  having  taken  place  in 
the  physical  signs.  His  general  condition,  however,  was  im- 
proved, and  he  had  gained  half  a  stone  in  weight  during  hb 
stay  in  hospital. 

He  was  readmitted  on  April  15,  1896,  stating  that  after 
leaving  the  hospital  he  had  enjoyed  fair  health,  and  although 
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troubled  a  little  with  cough  and  shortness  of  breath,  he  had 
been  able  to  continue  steadily  at  his  fishing  employment  all 
the  winter.  But  early  in  March  he  had  caught  cold,  and  since 
then  both  his  cough  and  dyspnoea  had  increased.  He  still 
looked  well  nourished  and  ruddy,  but  complained  of  great 
breathlessness,  and  his  respirations  were  36  per  minute. 

The  signs  of  hydropneumothorax,  as  above  detailed,  were 
still  present ;  but  in  addition,  bronchial  breathing,  together 
with  crepitant  sounds  of  moderately  fine  quality,  were  heard 
at  the  apex  of  the  right  lung  on  inspiration,  especially  above 
the  clavicle,  and  tubercle  bacilli  were  found  in  the  sputa.  He 
would  not  remain  in  the  hospital  for  treatment,  and  was  dis- 
chai^ed  a  few  days  after  admission  at  his  own  request.  I 
heard,  long  after,  that  he  had  gone  home  and  died  in  about  a 
month. 

On  the  first  occasion  of  this  patient's  admission  the  question 
of  aetiology  appeared  puzzling,  as  there  was  nothing  in  his  case 
pointing  strongly  (one  might  almost  say  at  all)  in  the  direction 
of  tubercle  ;  and  when  non-tuberculous  pneumothorax  becomes 
developed  there  is  generally  some  obvious  cause,  such  as  strenu- 
ous bodily  exercise,  which  one  may  suppose  leads  to  the  rup- 
ture of  a  vesicle,  possibly  emphysematous,  on  the  surface  of  the 
pleura.  There  was  nothing  of  the  kind  here,  for  the  man  was 
sitting  quietly  when  attacked  by  the  dyspnoea. 

Again,  although  the  liquid  contents  of  the  pleural  cavity 
are  not  necessarily  purulent  when  the  cause  of  the  pneumo- 
thorax is  tuberculosis  of  the  lung,  still  we  rather  expect  them 
to  be  so^all  the  more  if  the  disease  has  lasted  for  some  time. 
But  the  matter  was  cleared  up  on  the  occasion  of  his  readmis- 
sion,  when  the  presence  of  pulmonary  tubercle  was  shown  both 
by  physical  signs  and  by  the  examination  of  the  sputa  ;  and 
it  seems  fair  to  conclude  that,  notwithstanding  the  absence  of 
suggestive  signs  (even  febrile  temperature),  the  lung  was  in  an 
incipiently  tuberculous  condition  when  the  perforation  of  the 
pleura  occurred.  I  regretted  that  he  did  not  remain  longer  in 
hospital  for  further  observation  and  treatment  by  removal  of 
the  fluid. 

My  next  case  was  that  of  Janet  M ,  aged  42,  a  mill- 
worker,  admitted  on  Jan.  20,  1897,  who  had  suffered  from  an 
:attack  of  what  was  reported  to  be  influenza  a  few  weeks  previ- 
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ously.  Acute  symptoms  commenced  three  days  before  admis- 
sion, with  sudden  pain  in  the  right  side  of  the  chest,  shivering, 
and  shortness  of  breath.  During  the  attack  of  influenza,  so 
called,  she  was  troubled  with  cough  and  had  brought  up  rusty 
sputa,  so  that  whether  she  had  had  influenza  at  first  or  not,  she 
probably  had  had  pneumonia. 

On  admission  her  breathing  was  shallow  and  rapid  and  her 
complexion  dusky,  and  she  complained  of  great  pain  just  below 
the  right  nipple.  The  pulse  was  130,  soft  and  compressible 
but  regular,  respiration  36,  temperature  ioo'6°.  The  classical 
signs  of  pneumothorax  were  present,  including  bulging  of  the 
right  side,  tympanitic  resonance,  metallic  quality  of  respiratory 
and  adventitious  sounds,  and  well  marked  "bell  sound," 
together  with  leftward  displacement  of  the  heart's  apex  as  far 
as  the  nipple  line.  She  was  fairly  comfortable  until  the  even- 
ing of  the  23  rd  January  when  she  had  an  attack  of  dyspnoea, 
which  was  relieved  by  subcutaneous  injections  of  ether,  but  on 
the  following  morning  abundant  moist  sounds  were  heard  over 
the  base  of  the  left  lung.  Examination  of  the  sputa  for  tubercle 
bacilli  resulted  in  none  being  found.  Towards  evening  she 
became  restless  and  cyanosed,  and  the  right  pleura  was 
punctured.  Very  little  air  however  escaped,  and  the  relief 
experienced  was  trifling.  She  became  gradually  worse,  and 
died  the  following  morning. 

The  post-mortem  examination  revealed  a  collapsed  right 
lung,  covered  by  lymph  of  which  a  considerable  quantity  also 
lined  the  costal  pleura.  On  the  right  pleura  being  cut  into  a 
quantity  of  gas  escaped  with  a  rushing  noise,  and  air  blown  in 
by  the  trachea  escaped  freely  through  a  slit-like  aperture  about 
two  lines  in  length,  situated  at  the  upper  border  of  the  lower 
lobe  towards  the  side  of  the  chest  It  communicated  with  an 
abscess  cavity  about  the  size  of  a  small  walnut,  lying  under  the 
pleura.  The  pleural  sac  contained  three  ounces  of  blood-stained 
fluid. 

The  chief  point  to  be  remarked  in  connection  with  this 
case  is  its  unusual  aetiology.  Abscess  of  the  lung,  as  a  cause  of 
pneumothorax,  occurred  ten  times  in  Biach's  9 1 8  cases,  and 
only  once  in  Saussier's  131  cases — together  just  over  one  per 
cent;  hence  it  must  be  looked  upon  as  a  very  rare  condition  as 
causing  perforation  of  the  pleura. 
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My  last  case  occurred  in  CATHERINE  R ,  aged  23,  a 

stocking  knitter,  with  a  tubercular  family  history,  who  was 
admitted  on  May  9,  1894. 

In  the  previous  December  she  became  troubled  a  good  deal 
with  cough  and  expectoration,  accompanied  by  sweating  and 
loss  of  weight,  and  in  February  she  had  to  give  up  work.  For 
the  month  before  admission  she  was  confined  to  bed,  and  just 
before  this  she  experienced  a  sharp  pain  in  the  left  side  of  the 
chest  aggravated  by  coughing.  A  week  later  a  similar  pain 
attacked  her  in  the  right  side,  and  this  was  followed  by 
dyspnoea  which  gradually  became  worse  till  a  week  ago,  since 
which  it  has  been  stationary. 

On  admission  her  pulse  numbered  140,  respiration  40, 
temperature  100°.  She  had  obvious  dyspnoea  and  some 
cyanosis  of  face.  Tympanitic  resonance  was  present  over 
the  greater  part  of  the  right  chest  with  the  other  usual  signs 
of  pneumothorax,  including  the  bell  sound ;  also  downward 
displacement  of  the  liver.  Coarse  grating  pleural  friction  was 
audible  over  the  left  mammary  region,  and  the  heart's  maximum 
impulse  was  displaced  to  the  left  as  far  as  the  anterior  axillary 
line.  When  the  patient  was  examined  in  a  sitting  posture 
there  was  dulness  on  percussion  noted  over  the  right  back 
below  the  level  of  the  inferior  angle  of  the  scapula.  The 
breath  sounds  were  absent  over  this  area ;  elsewhere  over  the 
back  sounds  of  an  amphoric  and  metallic  character  both  with 
inspiration  and  expiration  were  audible.  Very  little  change 
was  noted  in  her  general  condition  until  a  day  or  two  before 
her  death,  which  took  place  on  May  25  th. 

I  had  often  thought  over  the  question  of  removing  the 
fluid  from  the  right  pleura,  but  in  deference  to  the  teachings 
of  authority  I  had  refrained,  such  teachings  being  reinforced 
also  by  the  consideration  that  as  the  disease  was  obviously 
of  a  tuberculous  character  and  affecting  both  lungs,  the 
inevitable  ending  would  be  the  same  whether  the  fluid  were 
removed  or  not  But  the  result  of  the  post-mortem  examina- 
tion, which  I  will  now  relate,  seemed  to  me  to  raise  afresh  the 
question  of  operative  treatment  in  such  cases,  and  I  have  been 
constrained  to  modify  my  views  upon  this  point  I  had  to 
deal  with  these  in  a  clinical  lecture  delivered  in  October  1895 
when  referring  to  the  above  narrated  case,  and  may  restate 
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tfaem  here ;  but  first  I  will  give  the  main  points  brought  out 
by  the  post-mortem  examination. 

The  right  pleura  contained  4^  pints  of  thick  yellowish  pus, 
the  heart  and  left  lung  being  much  displaced  to  the  left  The 
right  lung  lay  towards  the  upper  aspect  of  the  chest,  was 
flattened  out  and  contained  very  little  air.  On  section  it 
showed  numerous  tubercular  cavities,  most  of  which  lay  near 
the  surface,  filled  with  tenacious  yellow  pus.  Both  layers  of 
the  pleura  were  covered  with  a  thick  coating  of  adherent 
lymph.  The  perforation  of  the  pleura  was  not  discovered,  and 
the  lung  could  be  only  partially  inflated.  The  left  pleura  was 
obliterated  by  old  adhesions,  and  numerous  cheesy  tubercular 
nodules  were  found  scattered  through  the  substance  of  the  lung, 
many  of  them,  as  in  the  other  lung,  lying  near  the  surface. 

It  was  obvious  from  the  physical  signs  during  life  that 
there  was  a  quantity  of  fluid  in  the  pleura,  and  more  than 
probable  that  it  was  purulent  (there  was  some  reason  prevent- 
ing an  exploratory  puncture),  but  I  was  not  prepared  for  the 
largeness  of  the  quantity  which  the  post-mortem  examination 
revealed,  and  it  suggested  to  me  rather  strongly  the  propriety 
of  removal. 

Many  physicians,  whose  opinions  must  carry  great  weight, 
declare  against  the  removal  of  the  pus  in  such  circumstances. 
The  case  from  this  point  of  view  was  put  very  clearly  by 
Fraentzel,^  as  follows : 

"Against  operating  it  may  be  stated  that  consumptive 
patients  often  live  for  years  with  a  pyopneumothorax  if  the 
absorption  of  pus  be  prevented  by  the  pleural  cavity  becoming 
closed  over  with  a  thick  pyogenic  membrane,  and  thus  the 
occurrence  of  purulent  fever  has  become  impossible  ;  while 
on  the  other  hand  they  generally  succumb  very  rapidly  after 
the  radical  operation,  through  ichorization  of  the  pleural  cavit>% 
to  prevent  which,  in  such  cases,  all  our  care  in  dressing,  and  all 
disinfectmg  agents  have  proved  of  no  avail.  .  .  .  Such  ex- 
perience as  I  have  hitherto  had  has  been  unfavourable  and 
would  lead  me  to  abstain  from  the  operation,  unless  it  was 
rendered  imperative  by  the  presence  of  symptoms  dangerous 
to  life,  for  hitherto  such  patients  as  I  have  operated  on  in  the 
drcuoistances  described  have  all  sunk  rapidly." 

^  "  Cfdopoedia  of  the  Practice  of  Medicine  (ron  Ziemssen),"  vol.  ir.,  p.  767. 
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I  suppose  all  would  agree  that  an  effusion  which  is  foetid 
should  be  evacuated,  and  the  fact  of  its  foetor  or  otherwise  may 
be  ascertained  from  time  to  time  by  the  exploring  syringe.  As 
regards  purulent  effusion  not  foetid,  it  seems  reasonable  to  treat 
it  as  if  it  were  an  empyema  pure  and  simple.  It  is  a  common 
surgical  principle  to  let  out  pus  wherever  it  is  found,  and  it  is 
not  easy  to  see  sufficient  ground  for  an  exception  where  the 
abscess  is  in  the  pleura.  It  may  be  said  that  the  fact  that 
there  is  a  tubercular  lesion  of  the  lung  makes  all  the  difference. 
But  that  is  just  the  question.  Should  the  lesion  of  the  lung 
and  the  unfavourable  nature  of  the  case  as  compared  with  a 
purulent  collection  in  the  pleura  where  there  is  no  lesion  of  the 
same  kind  be  sufficient  to  establish  a  diametrically  opposite 
method  of  treatment  ? 

In  the  case  under  review  certainly  no  permanent  good 
could  have  resulted  from  removal  of  the  pus,  but  it  is  con- 
ceivable that  life  might  have  been  at  least  prolonged,  and  that 
under  more  comfortable  conditions. 

In  serous  effusion  (hydropneumothorax)  the  matter  is  more 
doubtful.  It  would  be  unwise  to  attempt  its  removal  (in  the 
absence  of  urgent  symptoms)  unless  we  had  reasonable  ground 
for  believing  that  the  perforation  in  the  pleura  had  become 
effectually  sealed  up.  But  if  so,  it  may  properly  be  removed, 
and  that  best  by  repeated  small  tappings,  after  a  fair  time  has 
been  allowed  for  spontaneous  absorption. 

The  case  may  be  put  briefly  thus : 

1.  We  may  (on  the  conditions  above  stated)  remove  serous 

effusion. 

2.  We  ought  to  remove  non-foetid  purulent  effusion,  especi- 

ally if  in  any  considerable  amount. 

3.  We  must  remove  foetid  effusion. 

I  think  that,  at  all  events,  operative  treatment  should  have 
a  fair  trial  under  the  better  methods  now  practised  in  ordinary 
cases  of  empyema,  in  view,  also,  of  the  greater  hope  of  cure  of 
tubercular  processes  in  the  lungs  recently  brought  so  promi- 
nently before  us  in  connection  with  the  open  air  treatment 
(and  its  concomitants)  of  pulmonary  tuberculosis.  Other- 
wise we  are  shut  up  to  an  absolutely  pessimistic  prognosis. 
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LAPAROTOMY  FOR  PERFORATED 
ENTERIC  ULCER 

ByT.  KENNEDY  DALZIEL,  M.B., 
Professor  of  Surgery,  Anderson's  College  ;  Surgeon,  Royal  Hospital  for 
Sick  Children  ;  Assistant-Surgeon,  Western  Infirmary;  Consulting 

Surgeon,  City  Hospital,  Glasgow,  W. 

Only  within  recent  years  has  the  hope  arisen  that,  by  opera- 
tive measures,  the  fatal  issue  of  intestinal  perforation  in  enteric 
fever  might  be  combated.  It  is  not  to  be  wondered  at  that 
such  cases  have  in  the  past  been  looked  on  as  almost  certainly 
fatal,  when  one  considers  that  ere  perforation  occurs  the  patient 
has  been  reduced  to  a  state  of  extreme  exhaustion,  in  which 
the  circulating,  respiratory,  and  nerve  mechanisms  are  alike 
involved,  and  little  able  to  help  the  devitalised  tissues  of  the 
emaciated  body  to  withstand  the  shock  of  a  perforative  peri- 
tonitis. About  four  per  cent,  of  enteric  cases  admitted  to 
Belvidere  Fever  Hospital,  Glasgow,  die  from  this  cause.  No 
doubt  perforation  is  not  so  frequently  met  with  in  private 
practice  as  in  the  poorer  class  of  hospital  patients,  who  often 
continue  at  their  work  long  after  the  fever  is  in  full  swing, 
and  of  whom  not  a  few  only  come  to  hospital  when  the  acute 
symptoms  of  a  perforation  or  the  preceding  localised  peri- 
tonitis calls  urgently  for  treatment.  As  is  well  known,  the 
perforation  is  as  a  rule  situated  in  the  lower  two  feet  of  the 
ileum,  occasionally  slightly  higher,  at  times  in  the  caecum,  or 
even  in  the  vermiform  appendix.  It  is  essential  to  distinguish 
clearly  the  two  latter  cases  from  the  former,  since  it  would 
appear  that  as  in  perforation  from  other  forms  of  ulcerative 
appendicitis,  the  prognosis  is  much  more  favourable  from  the 
tendency  to  localisation  of  the  peritonitis  and  subsequent 
suppuration  by  limiting  adhesions,  rendered  possible  by  the 
comparatively  fixed  position  of  this  portion  of  the  gut.  It 
seems  probable  that  those  cases  of  abdominal  abscess  occur- 
ring in  the  course  of  enteric  fever,  and  of  which  many  are 
recorded  as  making  a  satisfactory  recovery  by  simple  drainage 
or  evacuation  by  the  bowel,  are  of  this  nature.  When,  how- 
ever, perforation  takes  place  in  the  freely  movable  and  moving 
ileum,  the  outlook  is  more  serious,  though  even  then,  it  would 
seem,  adhesive    peritonitis    may  precede  the  rupture  of  the 
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gut  and  limit  the  mischief  to  the  formation  of  an  abdominal 
abscess,  to  open  and  evacuate  which  is  a  very  different  matter 
from  laparotomy,  to  cleanse  the  infected  general  peritoneal 
cavity  and  close  the  rent  in  the  bowel.  To  succeed  in  the 
saving  of  life  in  such  cases  is  well  worthy  of  being  deemed  a 
triumph  of  modem  surgery — truly  of  antiseptic  sui^ery. 

During  the  last  few  years  I  have  operated  on  eight  cases 
of  perforated  enteric  ulcer  in  Belvidere  Fever  Hospital,  Gla^ow. 
Of  these  eight,  three  were  so  advanced  in  general  peritonitis 
that  I  am  now  satisfied  they  were  utterly  hopeless,  nor  would  I 
again  operate  in  similar  cases.  Of  the  remaining  five,  one  made 
a  complete  recovery  ;  one  promised  well,  but  died  the  day  after 
operation  from  intestinal  haemorrhage ;  one  lived  three  and  a 
half  days ;  while  the  other  two  continued  to  sink  after  opera- 
tion, and,  though  relieved  from  much  sufTering,  died  in  about 
the  usual  interval  after  perforation. 

The  prognosis  after  operation  depends  probably  very 
largely  (i)  on  the  early  diagnosis  of  the  perforation;  (2)  on 
the  stage  of  the  fever ;  (3)  on  the  severity  of  the  fever  and 
condition  of  the  patient ;  and  (4)  on  the  nature  of  the  peri- 
toneal infection. 

The  first  of  these  alone  is  under  the  control  of  those  in 
charge  of  the  case,  and  it  would  appear  that  it  is  a  matter  of 
some  difficulty  to  arrive  at  an  early  and  accurate  diagnosis, 
nor  is  this  to  be  wondered  at,  since  the  diagnosis  depends  on 
the  phenomena  of  peritoneal  irritation,  so  apt  to  be  masked  by 
the  general  toxaemia  attending  the  fever,  or  originated  without 
any  gross  perforation  at  all.  The  usual  classical  symptoms 
initiated  by  acute  abdominal  pain,  often  attended  by  a  sudden 
cry,  vomiting,  the  rise  and  maybe,  if  in  the  acute  stage  of  the 
fever,  of  a  sudden  temporary  fall  in  the  temperature,  the  rapid 
increase  in  the  pulse  rate,  the  rigid  abdominal  muscles,  with 
flattening  of  the  abdomen,  soon  followed  by  distension  from 
tympanitis,  and  later  from  the  accumulation  of  peritoneal  effu- 
sion, the  distressed  thoracic  breathing,  the  pinched  features 
and  anxious  terrorised  look  no  doubt  form  a  clinical  picture 
which  cannot  be  mistaken  ;  but  when  the  picture  is  complete, 
and  the  diagnosis  certain,  it  is  generally  too  late  for  surgical 
interference  to  be  of  any  avail. 

My  experience  suggests  that  after  the  lapse  of  about  twelve 
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hours  the  peritoneal  infection  has  become  so  extensive  arid  pro- 
found that  little  hope  can  be  entertained  of  so  cleansing  it  that 
its  phagocytic  power,  enormously  great  as  it  is,  may  overcome 
the  microbic  infection.  Every  hour  that  passes  increases  the 
gravity  of  the  prognosis  with  the  ratio  of  microbic  multiplication. 
No  doubt  the  "  twelfth  hour  "  will  be  reached  at  different  times 
in  individual  cases  according  to  the  nature  and  amount  of  the 
initial  infection,  as  for  example  whether  it  be  the  bacillus  coli 
commune,  a  streptococcus,  or,  as  I  believe  it  will  be  found  in 
some  cases,  the  mere  chemical  irritation  of  the  intestinal  con- 
tents with  absence  or  at  least  a  very  minimum  amount  of 
microbic  growth.  As  a  matter  of  fact,  in  some  cases  which 
have  recovered,  notably  in  my  successful  case,  no  micro- 
oi^anisms  were  found  in  cultures  made  from  the  peritoneum 
twenty-four  hours  after  the  operation.  The  more  aseptic  the 
intestinal  canal  can  be  kept  the  better  the  prognosis  after 
surgical  interference.  The  typhoid  bacillus  seems  to  play  a 
small  part  in  the  peritoneal  mischief,  and  has  not  as  far  as  I  am 
aware  been  often  found  in  the  free  fluid  from  the  peritoneal 
cavity. 

It  is  necessary  then  to  consider  what  symptoms  may  be 
relied  on  to  warrant  early  diagnosis  and  operative  interference. 
The  symptoms  of  abdominal  pain  and  tenderness  developing 
suddenly  in  or  near  the  third  week  of  the  disease  must  be 
looked  on  as  of  serious  import. 

Tenderness  on  pressure  is  usually  found  to  the  right  of  and 
below  the  umbilicus — near  M*Bumey*s  point — in  appendix  per- 
foration, and  in  the  iliac  fossa,  and  a  flank  in  caecal  perforation. 
While  in  acute  cases  there  may  be  considerable  tenderness 
throughout  the  illness  it  must  be  looked  on  with  grave  suspicion 
if  it  occurs  suddenly  late  in  the  affection,  and  suggest  the 
involvement  of  the  serous  covering  of  the  bowel  in  the  inflam- 
matory process,  or  an  actual  perforation  which  may  either  form 
gradually  as  in  the  case  of  a  perforating  ulcer  of  the  stomach 
and  as  especially  happens  late  in  the  disease  after  the  fall  of 
temperature,  or  suddenly  from  a  g^oss  slough  of  the  base  of  the 
ulcer.  Clearly  tenderness  may  be  due  to  a  localised  peritonitis 
over  an  ulcer,  and  this  strengthened  by  deposit  of  lymph  or 
formation  of  adhesions  to  surrounding  parts  may  spontaneously 
recover  or  pass  on  to  perforation.    It  is  to  be  noted,  as  accentu- 
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ated  by  Dr  Frank  Gairdner  in  his  monograph  on  "  Peritonitis 
in  Enteric  Fever,"  that  a  local  peritonitis  initiated  without  per- 
foration may  extend,  become  general  and  kill  the  patient 
This  stage  of  localised  peritonitis  might  well  be  termed  the 
"  preperforative  stage,"  were  it  not  that  it  is  not  necessarily 
followed  by  actual  perforation.  It  ought,  however,  to  induce 
extreme  vigilance  on  the  part  of  the  physician,  and  probably  his 
association  in  the  case  with  a  surgeon. 

Actual  perforation  generally  occasions  pain  so  great  as  to 
make  the  patient  cry  out.  The  muscles  overlaying  the  rupture 
become  rigid.  Sudden  alteration  of  temperature.  Vomiting 
probably  only  in  one  act,  to  be  resumed  in  the  later  stages  of 
the  peritonitis  as  a  continuous  and  distressing  symptom.  The 
pulse  gets  more  rapid  in  every  case  and  very  soon  after  per- 
foration may  increase  in  frequency  with  alarming  rapidity. 

In  the  preperforative  stage  the  increase  in  pulse  rate  may 
be  comparatively  slight,  as  from  ten  to  fifteen  beats  per  minute, 
and  this  with  the  other  mild  symptoms  may,  with  the  coating 
of  protective  lymph  or  formation  of  adhesions,  lull  the  observers 
to  a  false  security.  In  nearly  all  my  cases  the  symptoms 
of  the  preperforative  stage  have  been  well  marked.  The 
symptoms  are  not  peculiar  to  enteric  ulcer  perforations,  but 
may  be  equally  well  marked  in  ordinary  appendix  ulcerations 
and,  as  pointed  out  by  Gushing,  in  dysenteric  ulcerations  as 
well,  applying  the  principles  which  guide  surgeons  in  cases  of 
perforative  peritonitis  other  than  enteric.  Surely  no  one  cares 
now  to  wait  till  the  appendix  has  perforated  in  a  case  where 
there  is  good  ground  to  fear  it. 

Recently  the  radical  cure  of  gastric  ulcer  has  been  recom- 
mended and  practised  with  success.  In  injury  of  the  bowel 
from  trauma,  a  localised  peritonitis  justifies  a  laparotomy. 
The  only  difference  in  an  enteric  seems  to  be  that  the  patient 
has  been  reduced  to  a  state  less  able  even  than  usual  to  bear 
the  effects  of  a  perforative  peritonitis,  while  on  the  other  hand 
they  can  and  do  suffer  little  from  the  slight  manipulation 
necessary  to  expose  the  seat  of  mischief,  so  much  so  that, 
where  from  the  occurrence  of  an  acute  localised  peritonitis  the 
physician  fears  a  perforation,  it  seems  to  me  worthy  of  considera- 
tion whether  it  would  not  be  well  to  perform  a  laparotomy 
and  forestall  the  rupture,  since,  while  complete  subsidence  of 
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symptoms  may  take  place,  the  great  majority  result  in  per- 
foration and  its  sequel.  It  is  immaterial  to  further  discuss 
the  ultimate  sig^s  and  symptoms  in  the  progress  of  a  case 
of  septic  peritonitis  from  enteric  perforation.  The  change  in 
liver  dulness,  gas  in  the  peritoneum  with  its  dome-like  dis- 
tension above  the  umbilicus,  evidence  of  free  fluid,  auscul- 
tatory phenomena  of  gas  passing  through  a  narrow  opening, 
are,  while  sufficiently  important  and  interesting,  of  little  im- 
portance in  aiding  the  early  establishment  of  our  diagnosis. 
There  remains,  however,  one  symptom  of  which  I  regret 
I  have  had  too  little  practical  experience,  but  which  seems 
worthy  of  careful  elaboration,  namely,  leucocytosis,  to  which 
much  attention  has  lately  been  paid,  especially  in  the  John 
Hopkin's  Hospital,  by  Thayer,  and  concerning  which  the 
following  conclusions  have  been  drawn  by  Dr  Har\'ey  Gushing 
in  his  excellent  monograph  on  enteric  perforations : — 

( 1 )  The  appearance  of  leucocytosis  in  the  course  of  typhoid 
fever  points  towards  some  inflammatory  complications  in  its 
early  stage. 

(2)  If  the  complication  be  a  peritonitis  and  remain 
localised,  associated  with  a  preperforative  stage  of  ulceration 
or  with  a  circumscribed  slowly-forming  peritonitis  after  per- 
foration, it  may,  and  usually  is,  signalised  by  an  increase  of 
leucocytosis  in  the  peripheral  circulation. 

(3)  If,  however,  a  general  septic  peritonitis  follows,  the 
leucocytosis  may  be  transitory  and  overlooked,  as  it  dis- 
appears concomitantly  with  the  great  outpouring  of  leuco- 
cytes into  the  general  cavity. 

Accurate  early  diagnosis  is  not  a  simple  matter,  and, 
bearing  in  mind  the  disaster  in  delay,  it  seems  a  wise  course 
if  in  doubt  to  operate. 

Case  I. — Thomas  L.,  act.  21,  was  admitted  to  hospital 
on  19th  January  1 896,  suflTering  from  peritonitis  and  with  a 
history  pointing  to  enteric  fever  of  about  three  weeks  dura- 
tion. It  seemed  probable  that  perforation  had  occurred 
shortly  before  admission.  At  1.30  on  20th  January,  pro- 
bably about  sixteen  or  seventeen  hours  after  the  occurrence 
of  perforation,  laparotomy  was  performed.  The  perforation 
was  readily  found  and  closed,  and  the  peritoneal  cavity  flushed 
with  saline  solution  and  drained.      Temperature  on  admission 
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was  104**;  fell  to  102''  after  the  operation.  Pulse  very  rapid 
and  feeble. 

The  whole  of  the  peritoneum  was  covered  with  a  thick 
layer  of  semi-purulent  lymph,  suggesting  that  the  perfora- 
tion had  lasted  longer  than  was  supposed.  The  case  at  no 
time  gave  much  hope. 

Case  II. — William  T.,  aet  21,  admitted  nth  January. 
On  7th  February  he  developed  symptoms  of  intestinal  per^ 
foration,  and  laparotomy  was  performed  on  8th  February  at 
1.30  A.M.  Operation  lasted  thirty  minutes.  General  peri- 
tonitis with  much  matting  of  the  intestines  was  found. 
Patient  felt  much  relieved  by  the  operation,  but  gradually 
sank  and  died  sixteen  hours  after  the  operation.  As  in  the 
preceding  case,  this  patient  was  admitted  to  hospital  suffering 
from  peritonitis.  The  perforation  was  found  readily,  and  the 
peritoneal  cavity  flushed  with  saline  solution  and  drained. 
From  the  condition  found  in  the  peritoneum  it  was  amply 
evident  that  no  hope  could  be  entertained  of  his  recovery, 
the  more  especially  that  his  temperature  and  pulse  were  alike 
running  very  high.  He  had  also  congestion  of  the  base  of 
both  lungs.  The  relief  from  suffering  obtained  was  very  great, 
so  that  the  patient  expressed  gratitude  for  what  had  been  done. 

Case  III.  (by  Dr  MacHarg). — Patrick  M*I.,  aet.  15,  was 
admitted  i8th  May  1898  to  hospital  on  seventeenth  day  of 
a  rather  severe  attack  of  enteric  fever  of  an  asthenic  type. 
When  admitted  there  was  considerable  tendency  to  cardiac 
failure,  and  mental  stupor  with  a  low  muttering  delirium.  On 
22nd  May,  temperature  had  gradually  risen  to  I04'4,  and  on 
the  26th  had  fallen  to  normal,  but  the  general  condition  did 
not  improve  materially,  especially  the  mental  cloudiness  con- 
tinued. On  29th  May  there  was  a  sharp  rise  of  temperature 
I02'4,  with  increased  mental  stupor  and  pulse  failure.  On 
30th  May  he  had  an  attack  of  vomiting  which  persisted  more 
or  less  during  the  day,  and  the  temperature  100''  and  pulse 
100  in  the  morning,  began  to  rise  and  continued  so  till  he 
died,  when  the  temperature  was  104*4  ^md  pulse  120.  His 
stupor  deepened  so  that  even  in  the  morning  it  was  impossible 
to  obtain  an  account  of  any  subjective  symptoms.  His  features 
were  pinched  and  general  expression  that  of  collapse.  The 
abdomen  was  rigid  but  not  distended,  and  the  respiration  was 
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markedly  thoracic  in  character.  As  it  was  thought  perforation  had 
occurred,  it  was  deemed  advisable  to  have  the  abdomen  opened. 

Operation. — The  patient  was  seen  by  me  at  1 1.45  on  the  30th 
between  twenty-four  and  thirty  hours  after  the  onset  of  acute 
symptoms.  As  noted  in  the  medical  report  the  stupor  was  so 
profound  that  subjective  symptoms  were  entirely  absent  In 
the  absence  of  any  other  determinable  cause  it  was  agreed  to 
make  an  exploratory  incision,  though  the  absence  of  disten- 
sion after  the  lapse  of  so  many  hours  made  it  doubtful  as  to 
the  presence  of  septic  peritonitis.  On  the  other  hand  the 
sudden  rise  of  temperature  and  pulse,  the  collapse  and  rigid 
abdominal  walls  suggested  the  possibility  of  a  perforation.  A 
two  inch  mesial  incision  below  the  umbilicus  then  enabled  us  to 
examine  the  peritoneum  and  lower  part  of  the  ileum,  and  to 
determine  that  there  was  no  perforation  and  no  peritonitis. 
The  patient  was  not  perceptibly  worse  of  the  operation,  and 
gradually  sank  and  died  six  and  a  half  hours  afterwards. 

Post'tnortem. — The  only  change  noted  were  some  hypostatic 
congestion  at  the  bases  of  the  lungs,  moderate  enlai^ement  of 
the  spleen  and  enteric  ulceration  of  the  lower  eighteen  inches 
of  the  ileum. 

Case  IV. — E.  S.,  act  33,  was  admitted  9th  November 
1898.  Illness  began  thirteen  days  before  with  headache  and 
pain  in  back.  Abdominal  pain  for  two  days.  Had  been 
<:on(ined  to  bed  for  a  week.  On  admission  temperature  102*2, 
pulse  124,  respiration  32.  On  the  loth,  as  peritonitis  was 
evidently  well  marked,  it  was  deemed  advisable  to  call  for 
surgical  interference. 

Operation. — The  patient  was  seen  by  me  at  6  P.M.,  pre- 
sumably about  forty-eight  hours  after  perforation  had  occurred. 
The  patient  was  evidently  in  extremis  with  a  pulse  barely 
countable.  He  was  anxious  to  have  his  abdomen  opened 
and  accordingly  laparotomy  was  performed,  when  the  whole  of 
the  peritoneum  was  found  covered  with  a  thick  layer  of  greenish 
yellow  lymph,  and  to  contain  turbid  semi-purulent  fluid.  A 
perforation  fifteen  inches  from  the  ilio-caecal  valve  was  easily 
found  and  sutured  with  two  rows  of  continuous  fine  silk  sutures. 
The  peritoneal  cavity  flushed  and  drained.  The  patient  im- 
proved somewhat,  showed  signs  of  rallying  and  had  great 
relief  from  suflering,  but  died  eight  hours  afterwards. 


20  T.  Kennedy  Dalziel 

Post'tnorteftt, — The  whole  of  the  peritoneum  was  found  to 
be  affected  with  acute  suppurative  streptococcic  peritonitis. 
'The  lower  two  and  a  half  feet  of  ileum  studded  with  numerous 
enteric  ulcers,  and  a  few  smaller  ulcers  in  the  caecum.  This 
case  was  seen  too  late  for  hope  of  recovery. 

Case  V. — Ch.  E.,  act  13,  was  admitted  19th  November 
1898,  with  history  of  languor,  headache,  abdominal  pain, 
diarrhoea  and  cough.  Temperature  10 1".  Presented  the 
appearance  of  an  enteric  case.  Malar  flush,  dilated  pupils,, 
furred  tongue.  Abdomen  somewhat  distended,  slight  pain 
and  tenderness  in  hypogastrium.  No  gurgling  or  pain  in  right 
iliac  region.  No  rash.  Spleen  enlarged,  not  markedly  so. 
24th,  complained  occasionally  of  pain  in  abdomen.  At  6  A.M. 
on  25  th  November  pain  became  very  severe  and  tempera- 
ture rose  from  normal  to  103*4,  pulse  124,  and  respiration  60, 
shallow,  rapid,  and  entirely  thoracic.  Vomited  shortly  before 
6  A.M.  Face  pale  and  anxious.  Abdomen  slightly  distended,, 
rigid,  and  tender  all  over.  Liver  dulness  normal.  Perforation 
diagnosed,  and  Dr  Dalziel  communicated  with. 

Operation, — Laparotomy  was  performed  at  5  P.M.,  eleven 
hours  after  perforation.  A  mesial  incision  from  umbilicus  down- 
wards readily  exposed  the  perforation  in  the  ileum,  eighteen 
inches  from  the  valve.  The  peritoneal  cavity  contained  much 
turbid  yellow  fluid  with  particles  of  intestinal  contents.  The 
whole  of  the  serosa  was  acutely  congested  with  lymph  deposits 
in  places.  Free  irrigation  with  saline  solution  and  subsequent 
sponging  cleansed  the  peritoneum  as  far  as  possible.  The  per- 
foration was  closed  by  inverting  the  margins  and  application 
of  two  rows  of  continuous  fine  silk  suture  in  the'  long  axis  of 
the  bowel.  The  operation  lasted  twenty-eight  minutes,  and 
was  well  borne  by  the  patient.  During  the  night  the  tempera- 
ture and  pulse  fell  steadily,  and  next  day  the  temperature  was 
normal  and  remained  so,  and  the  progress  towards  recovery^ 
was  steady  and  uneventful.  Drainage  tube  was  removed  on 
Nov.  30th  and  stitches  on  8th  December.  The  patient  left  the 
hospital  on  4th  February  in  excellent  health.  The  temperature 
chart  illustrates  well  the  immediate  good  effect  of  the  operation. 
Cultures  of  the  peritoneal  fluid  were  taken  thirty-six  hours  after 
operation,  but  proved  negative. 

Case  VL — ^James  H.,  act  15.     Admitted  23rd  November 
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1898,  with  history  of  having  been  nine  days  ill  with  initial 
phenomena  of  shivering,  headache,  pain  in  back  and  abdomen, 
epistaxis  and  constipation.  On  admission  had  evidently  enteric 
fever.  Temperature  103*4.  On  the  night  of  25th  he  was 
rather  restless,  and  on  the  following  morning  about  11.30  he 
was  seized  with  pain  in  the  abdomen.  At  2.30  the  pain  was 
referred  to  the  lower  part  of  the  abdomen,  and  there  was 
marked  tenderness  and  considerable  distension.  Several  loose 
watery  stools  were  passed  containing  small  curds  of  milk, 
sloughs  of  mucous  membrane,  and  several  minute  blood-clots. 
Perforation  was  diagnosed  and  Dr  Dalziel  sent  for. 

Operation.  —  Mesial  incision  from  umbilicus  downwards. 
Peritoneal  cavity  emptied  of  a  considerable  quantity  of  serous 
fluid.  A  perforation  in  the  centre  of  an  ulcer  was  almost 
immediately  found.  The  ulcer  was  about  one  inch  in  diameter, 
and  was  invaginated  by  two  rows  of  continuous  suture  ;  it  was 
situated  about  ten  inches  from  the  valve.  Abdomen  was  irri- 
gated with  normal  saline  solution  and  a  drainage  tube  inserted 
to  the  floor  of  the  pelvis ;  operation  lasted  thirty  minutes. 

Aspiration  of  fluid  from  the  drainage  tube  was  made  every 
half  hour  thereafter. 

Patient  had  a  good  night ;  at  10  A.M.  temperature  was 
103*8  ;  had  no  pain,  and  seemed  to  be  progressing  as  well  as 
could  be  hoped  considering  the  acute  stage  of  the  fever.  At 
12.30,  however,  he  had  a  copious  haemorrhage  from  the  bowel, 
after  which  he  gradually  sank  and  died  at  5.30,  twenty-four 
hours  after  operation. 

This  case  had  every  appearance  of  doing  well  till  the 
haemorrhage  occurred. 

Post-mortem, — It  was  found  that  the  haemorrhage  had 
occurred  from  an  ulcer  some  inches  up  the  bowel  from  the 
perforated  one  which  was  firmly  united,  so  that  on  distending 
the  gut  with  water  it  ruptured  elsewhere  while  the  sutured 
perforation  held  firm. 

N.  R.,  aet  13,  was  admitted  to  Belvidere  Fever  Hospital, 
19th  November  1898. 

Diagnosed  as  a  case  of  enteric  fever  with  all  the  usual 
phenomena. 

On  30th  he  complained  of  pain  in  the  abdomen,  and  the 
temperature,  previously  at   ioi'8,  fell  during  the  evening  to 
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98*4,  and  the  pulse  from  100  to  94.  On  the  morning  of 
December  ist  he  complained  of  much  pain  in  the  abdomen 
and  a  desire  to  go  to  stool.  During  the  day  there  was  pro- 
gressive pinching  of  the  features,  abdominal  tenderness  becom- 
ing general.  Pulse  increased  to  120,  and  temperature  rose  to 
10 1*4.  Rigidity  of  right  rectus  muscle  in  its  lower  part  was 
well  marked.  Thoracic  respiration  ;  decrease  of  liver  dulness. 
He  vomited  once  during  the  afternoon.  Perforation  was 
diagnosed,  and  Dr  Dalziel  communicated  with  at  9.45. 

Operation. — At  10.30  laparotomy  was  performed  and  a 
very  general  and  acute  peritonitis  was  found,  the  cavity  con- 
taining much  turbid  yellow  fluid  with  some  free  gas.  The 
whole  peritoneum  covered  with  a  layer  of  greenish  yellow 
lymph.  A  pin  hole  perforation  was  found  six  inches  above 
the  ilio-caecal  valve.  Three  inches  higher  a  large  ulcer,  ap- 
parently on  the  point  of  rupturing,  and  five  inches  further  up 
another  ulcer  with  a  perforation  a  quarter  inch  in  diameter 
was  found.  All  these  were  inverted  by  two  longitudinal 
rows  of  continuous  silk  sutures.  Peritoneum  flushed  with 
saline  solution  and  drainage  tubes  inserted  in  pelvis  and  flanks. 

The  operation  lasted  one  hour.  Patient  seemed  much 
relieved  by  the  operation.  Rallied  well  from  the  chloroform, 
but  gradually  sank  and  died  the  following  afternoon. 

Preceding  death  the  temperature  rose  to  105*6. 

This  was  evidently  a  very  acute  case  of  enteric,  with  much 
ulceration  and  inflammatory  softening  of  the  bowel  in  the 
neighbourhood  of  each  ulcer,  so  that  it  was  unfavourable. 

Thomas  S.,  aet  22  years,  was  admitted  to  hospital,  15  th 
December  1898,  on  twenty-seventh  day  of  illness.  Onset  had 
been  severe.  The  course  before  admission  had  been  marked 
by  bad  diarrhoea  and  he  had  been  confined  to  bed  for  three 
weeks,  yet  a  week  before  admission  he  had  risen  and  gone 
to  a  dance. 

On  admission  temperature  was  103^  pulse  108,  respiration 
26.  Typical  enteric  spots  present  He  had  some  fine  crepi- 
tations at  the  bases  of  both  lungs.  On  1 6th  patient  complained 
of  some  pain,  relieved  by  an  occasional  poultice.  On  17th, 
however,  he  had  more  violent  pain  at  5  P.M.,  getting  rapidly 
worse,  and  the  abdomen  becoming  swollen  and  rigid  with 
thoracic  respiration.     The  temperature  had  fallen  to  98*2  on. 
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the  morning  of  the  17th,  and  had  by  evening  risen  to  104*4. 
Perforation  was  dis^nosed,  and  Dr  Dalziel  communicated  with. 

Operation, — Laparotomy  was  performed  five  and  a  half 
hours  after  the  symptoms  had  become  urgent.  Two  large 
gangrenous  ulcers  were  found  about  two  and  a  half  feet  from 
the  valve.  Acute  general  peritonitis  with  free  gas  and  much 
turbid  fluid  in  the  cavity.  Irrigation  with  saline  solution  and 
closure  of  the  perforations  by  invagination  of  the  margins  with 
rows  of  continuous  silk  sutures  and  two  drainage  tubes  inserted. 
After-treatment  consisted  in  aspiration  of  the  tubes  every  half 
hour,  chicken  tea  and  stimulants  by  the  mouth. 

The  patient  survived  three  days  eleven  hours  after  the 
operation,  but  from  the  steady  failure  of  the  pulse  we  enter- 
tained little  hope  of  his  recovery. 

Post-mortem, — It  was  found  that  the  sutured  ulcers  were 
practically  healed  but  that  the  peritonitis  was  very  general 
though  no  fluid  was  present  anywhere. 

Remarks, — There  have  now  been  over  eighty  cases  recorded 
as  recovering  after  enteric  perforation,  and  while  some  of  them 
are  from  their  record  of  that  simple  class  where  the  appendix  is 
the  seat  of  perforation,  and  not  a  few  proved  to  be  localised  by 
previous  adhesions,  it  is  equally  certain  that  the  great  proportion 
of  them  were  perforations  opening  into  the  free  peritoneal 
cavity.  Later  statistics  indicate  25  per  cent,  of  recoveries 
after  operation,  and  from  my  own  experience  I  think  this  is  a 
reasonable  estimate.  While  we  have  only  had  one  recovery  in 
eight  cases  in  Belvidere  Fever  Hospital,  at  least  three  of  these 
were  cases  in  which  I  now  believe  a  good  result  was  impossible 
from  the  duration  and  extent  of  the  peritonitis  and  toxaemia. 
In  early  cases  I  am  satisfied  the  estimate  given  is  probably 
a  fair  one.  In  entering  a  plea  for  early,  even  an  exploratory 
laparotomy  in  doubtful  cases,  I  would  again  point  at  the  very 
simple  nature  of  the  operation.  The  perforation  can  be  In 
90  per  cent,  of  cases  found  without  any  difficulty  and  with 
very  slight  exposure  of  the  bowel.  No  blood  is  lost  and  no 
important  structure  cut,  and  as  a  matter  of  experience  the 
patients  bear  what  slight  operative  interference  is  required 
remarkably  well.  An  incision  two  to  three  inches  in  length 
in  the  middle  line  below  the  umbilicus  gives  sufficient  entry  to 
the  field  of  operation,  and  is  indeed  directly  over  the  portion  of 
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bowel  most  frequently  affected.  In  three  of  the  eight  cases  the 
perforation  was  found  in  the  first  loop  of  bowel  presenting 
in  the  wound.  In  the  others  it  was  very  readily  and  with 
the  very  minimum  of  disturbance  found  by  determining  the 
ilio-csecal  junction  and  tracing  the  ileum  upwards  till  the  per- 
foration was  seen.  Certainly  within  a  minute  the  perforation 
may  be  localised,  and  this  without  any  rough  handling  or 
extracting  the  bowel  from  the  abdomen,  but  simply  by  passing 
it  from  hand  to  hand  in  the  wound.  The  necessity  for  the 
most  gentle  handling  of  the  ulcerated  and  tender  bowel  will  be 
specially  impressed  on  those  who  do  the  operation.  That 
rough  handling  or  careless  manipulation  might  determine  a 
haemorrhage  there  can  be  no  doubt. 

The  suturing  of  the  rupture,  which,  being  situated  on  the 
periphery  of  the  gut  and  so  free  of  the  mesenteric  attachment, 
may  be  done  by  a  purse  string  suture  or,  as  I  have  always 
done  and  found  to  answer  admirably,  by  two  rows  of  con- 
tinuous fine  silk  sutures  applied  so  as  to  invert  the  edges  of 
the  perforation  and  secure  the  coaptation  of  fairly  healthy 
peritoneum.  This  method  of  suture  I  prefer  for  two  reasons ; 
first,  that  since  the  enteric  ulcer  extends  along  the  bowel  the 
suture  can  be  carried  along  till  the  whole  ulcer  is  inverted 
as  well  as  the  perforation,  and  thus  any  other  weak  portion  of 
the  ulcer,  which  might  subsequently  give  way,  be  strengthened. 
Some  of  my  suturing  extended  one  and  a  half  inches.  Secondly, 
that  since  the  blood-vessels  pass  transversely  to  the  long  axis  of 
the  gut  the  best  possible  blood  supply  will  be  available  at  the 
time  of  healing.  In  no  case  had  we  any  indication  that  the 
stitched  perforation  would  have  given  way. 

No  attempt  was  made  to  excise  any  of  the  ulcers,  nor  does 
it  appear  that  any  advantage  would  be  obtained. 

As  in  other  forms  of  abdominal  surgery,  rapidity  and  pre- 
cision in  operating  are  important  factors  in  the  prognosis. 
After  suturing  the  bowel  and  examining  the  adjoining  por- 
tion of  the  gut  to  determine  the  absence  of  any  other 
perforation — since  occasionally  two  or  more  may  be  found — 
the  bowels  were  gently  raised,  by  the  fingers  of  the  left  hand, 
from  the  pelvis,  and  free  irrigation  with  saline  solution  carried 
out  Each  flank  was  then  treated  in  the  same  way,  taking 
care  that  the  exit  of  fluid  was   free,  lest  being  confined  it 
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might  drive  s^tic  matter  into  other  parts.  The  surplus 
fluid  was  then  spoiled  out,  while  the  lower  coils  of  the 
ileum  were  guarded  by  the  left  hand.  Rubber  drainage  tubes 
were  placed  in  the  pelvis,  and  in  some  cases  in  both  flanks, 
and  the  abdominal  parietes  sutured  with  silk  worm  gut.  The 
drainage  tubes  were  kept  empty  by  repeated  aspiration. 

Chicken  tea,  peptonized  milk,  and  stimulants  in  the  form  of 
alcohol  and  strychnine  were  given  as  indicated. 

In  conclusion  it  must  now  be  accepted  that  operative  inter- 
ference in  perforation  is  not  only  justifiable  but  imperative,  and 
that  to  secure  a  full  measure  of  success  it  must  be  done  early, 
and  not,  as  was  the  case  till  a  few  years  ago  in  intestinal  ob- 
struction, be  put  off*  till  only  a  "  last  chance  "  is  offered  instead 
of  what  ought  to  have  been  the  "  first." 
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THE  HiEMORRHAGES  OF  THE  LATER  MONTHS 
OF  PREGNANCY— UNAVOIDABLE  HiEMORR- 
HAGE  OR  PLACENTA  PRiEVIA 

Delivered  in  the  Gla^ow  Maternity  Hospital 

By  ROBERT  JARDINE,  M.D. 
Physician  to  the  Hospital 

The  next  form  of  haemorrhage  we  shall  consider  is  the  un- 
avoidable, which  arises  from  the  condition  known  as  the 
placenta  praevia.  In  these  cases  the  whole  or  part  of  the 
placenta  is  attached  to  what  is  known  as  the  lower  uterine 
area  or  segment,  or  that  part  of  the  uterine  cavity  which  lies 
below  the  retraction  or  Bandl's  ring. 

What  is  the  retraction  ring,  and  where  does  it  lie  ?  It  is  a 
muscular  ring  which  marks  the  junction  of  the  lower  uterine 
s^mcnt  with  the  active  part  of  the  uterus.  The  lower  uterine 
s^ment  is  the  part  which  during  labour  becomes  stretched  and 
thinned  out,  or,  in  other  words,  becomes  canalised,  just  as  the 
cervix  and  vagina  do.  It  remains  passive.  In  the  full  time 
uterus  the  upper  boundary  of  the  lower  uterine  segment  lies 
from  2\"  to  i\"  above  the  os  internum.  The  peritoneum 
over  this  segment  is  loosely  attached,  and  becomes  closely 
adherent  just  at  the  position  of  the  ring.  A  large  circular 
vein  is  usually  found  in  the  wall  at  the  ring. 
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As  labour  advances  the  lower  uterine  s^ment  thins  out  or 
becomes  stretched^  and  the  retraction  ring  rises  higher  and 
higher  in  the  abdomen.  .  In  ordinary  cases  the  ring  is  not 
palpable,  but  if  there  be  any  obstruction  to  the  advance  of  the 
presenting  part  it  will  soon  become  apparent  to  the  touch. 
Whenever  the  retraction  ring  can  easily  be  felt  you  have  an 
indication  that  there  is  danger  of  the  uterus  rupturing. 

The  specimen  we  have  here  {vide  Plate)  shows  the  ring  very 
markedly.  It  was .  obtained  some  months  ago  from  a  case  of 
rupture. of  the  uterus  which  was  brought  in  to  us  from  the 
country.  She  died  a  few  minutes .  after  admission,  and  we 
removed  the  uterus  post-mortem.  The  uterus  with  the  child  in 
situ  was  hardened  in  formalin,  and  now  that  the  child  has  been 
removed,  and  the  posterior  wall  cut  away,  you  can  see  the  ring 
very  distinctly,  forming  a  ledge  right  round  the  interior.  You 
will  notice  how  this  lower  part  of  the  uterus  below  the  ring  has 
been  thinned  out,  and  also  that  the  peritoneum  over  it  is  loosely 
attached,  but  firmly  adherent  at  the  ring.  The  rupture,  you 
will  observe,  is  the  exact  shape  of  the  back  of  the  closed  hand. 
It  only  extends  through  the  muscular  layers.  The  loose  peri- 
toneum, you  will  notice,  has  allowed  of  a  large  quantity  of 
blood  being  poured  out  under  it.  In  fact,  there  was  a 
large  haematoma  round  the  greater  part  of  the  uterus  and 
extending  into  the  broad  ligament.  The  circular  vein  is 
also  apparent:  The  patient's  pelvis  was  not  contracted,  but 
the  child  presented  by  the  face  with  the  chin  posterior. 
It  was  a  very  large  child,  and  the  face  could  not  enter 
the  brim.  Attempts  were  made  to  deliver  with  forceps, 
and  unfortunately,  when  these  failed,  version  was  tried.  By  this 
time  the  liquor  aninii  had  been  away  for  some  time,  and  the 
lower  uterine  segment  had  become  dangerously  thinned  out,  as 
you  can  see.  When  an  attempt  was  made  to  pass  the  hand  in 
to  grasp  a  foot,  incomplete  rupture  took  place,  and  a  lai^e 
amount  of  blood  was  poured  out  under  the  peritoneum.  The 
worrlan  collapsed,  and  by.the  time  she  was  brought  to  us  from 
some  distance  in  the  country  she  was  moribund.  In  passings 
I  may  say  the  proper  treatment  in  this  case  would  have  been 
version  early  if  it  could  not  have  been  converted  into  a  vertex 
presentation  before  the  lower  uterine  segment  had  become 
thinned.     Craniotomy  should  have  been   done  instead  of  an 
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attempt  at  turning  after  forceps  failed.  Early  version  would 
have  saved  the  mother,  and  very  probably  the  child  also. 

Retraction  and  contraction  are  two  terms  which  are  used 
frequently  in  describing  labour.  They  refer  to  what  takes 
place  in  the  muscular  fibres  of  the  uterus.  In  contraction  of  a 
muscle  the  fibres  shorten,  and  when  relaxation  takes  place  they 
return  to  their  original  length  from  the  elastic  reaction.  Re- 
traction is  something  more  than  this.  In  relaxation  the  fibres 
do  not  return  to  their  original  length,  but  remain  somewhat 
thickened  and  shortened.  This  is  what  is  known  as  retraction. 
Contraction  is  temporary  and  transient,  but  retraction  is 
permanent  and  progressive.  The  uterine  wall  above  the 
retraction  ring  contracts  and  retracts  and  becomes  thickened, 
while  below  the  ring  it  thins  out  In  a  Caesarean  section 
operation  I  assisted  at  recently  this  was  very  clearly  shown. 
The  retraction  ring  was  cut  through  and  was  plainly  seen. 
Above  it  the  uterine  wall  was  thick,  while  below  it  was  very 
thin.     The  patient  had  been  in  labour  for  a  considerable  time. 

It  is  the  retraction  of  the  uterine  muscular  fibres  which  is 
the  great  factor  in  preventing  haemorrhage.  You  all  know  that 
if  a  uterus  remains  big  and  flabby  after  the  child  is  bom 
haemorrhage  will  come  on,  but  if  it  becomes  firm  and  remains 
so,  there  is  no  risk.  We  usually  speak  of  it  being  well  con- 
tracted when  it  assumes  the  cricket  ball  shape  and  feel,  but  it 
would  be  more  accurate  to  describe  it  as  well  retracted. 

Definition  of  Placenta  Pravia. — Placenta  praevia  is  defined 
as  the  implantation  of  the  placenta  in  whole  or  part  in  the 
lower  uterine  area,  that  is,  in  the  part  of  the  uterine  cavity 
which  lies  below  the  retraction  ring,  or  the  part  which  stretches 
during  labour.  This  part,  as  I  have  already  said,  lies  between 
the  OS  internum  and  about  2\''  to  3^''  above  it,  and  is  char- 
acterised by  (i)  its  thinness,  (2)  the  longitudinal  arrangement 
of  the  muscle  fibres,  (3)  the  loose  attachment  of  the  peritoneum, 
(4)  the  presence  of  a  circular  vein  at  its  upper  limit  The 
placenta  is  never  attached  to  any  part  of  the  cervical  canal, 
but  may  be  entirely  over  the  os  internum.  As  this  part  of 
the  uterus  must  expand  or  stretch  during  canalisation  of  the 
tract,  the  placental  attachment  must  necessarily  be  torn  through, 
and  rupture  of  the  utero-placental  sinuses  occur,  hence  the 
haemorrhage  is  known  as  unavoidable. 
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Average  of  occurrence, — It  is  said  to  occur  about  once  in  a 
thousand  cases,  but  in  my  experience  it  is  much  more  frequent 
Last  year  we  had  ten  cases  in  about  five  hundred  in  the  hospital, 
but  that,  of  course,  cannot  be  taken  as  an  average.  It  is  said 
to  be  very  rare  with  twin  pregnancies.  The  late  Dr  Angus 
Macdonald,  I  believe,  put  the  average  with  twins  as  once  in 
44,500  labours,  not  twin  labours  of  course.  I  have  been  going 
through  the  books  of  the  out-door  department  lately  and  have 
found  one  case  in  about  twenty-five  years'  work,  but  curiously 
enough  during  the  last  year  there -have  been  two  cases  in  the 
Hospital  under  my  care.  I  have  also  had  one  in  private 
within  the  last  few  years.  They  are  certainly  rare,  but  not 
so  rare  as  Macdonald  believed.  Like  accidental  haemorrhage 
the  unavoidable  form  is  much  more  frequent  in  muciparous 
than  primiparous  cases. 

Time  of  occurrence  of  the  Hemorrhage, — It  usually  occurs 
from  the  sixth  month  onwards.  A  large  number  occur  during 
the  seventh  month.  The  patients  do  not  generally  go  to  full 
time.  As  I  have  already  stated  in  a  former  lecture  some 
cases  of  placenta  praevia  abort  in  the  early  months. 

Varieties, — Two  varieties  are  sometimes  described,  viz : — 
first,  complete  or  central ;  second,  incomplete  or  partial ;  but 
more  frequently  three  varieties  are  given,  viz  : — First,  complete 
or  central,  when  the  placenta  completely  covers  the  os  internum ; 
second,  partial  or  lateral,  when  the  os  is  approached  or 'partly 
covered  by  placenta,  and  third,  marginal,  when  only  the  margin 
of  the  placenta  extends  into  the  lower  uterine  segment  This 
latter  form  is  probably  more  common  than  is  generally  sup- 
posed. The  incomplete  or  partial  of  the  first  classification 
includes  the  partial  and  marginal  of  the  second. 

Source  of  the  Hcemorrhage. — ^The  main  source  is  from  the 
utero-placental  sinuses,  but  a  little  comes  from  the  placenta 
when  a  cotyledon  is  partially  torn,  and  some  from  Meckel's 
sinus.  The  main  blood  supply  to  the  sinuses  is  from  a  branch 
of  the  uterine  artery  which  passes  downwards  through  the 
uterine  wall  to  the  curling  arteries  which  pass  to  the  decidua 
and  open  into  the  sinuses.  The  blood  is  carried  back  by 
veins  into  venous  sinuses  in  the  uterine  wall.  There  is  thus 
a  very  free  blood  supply.  Where  the  arteries  and  veins  pass 
through  the  spongy  layer  of  the  mucosa  they  are  thin  walled 
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and  easily  torn.  In  an  ordinary  case  of  labour  when  separa- 
tion occurs  during  the  third  stage  there  is  very  little  bleeding, 
because  of  the  retraction  of  the  uterine  muscular  fibres  com- 
pressing the  branches  of  the  arteries  and  veins  and  practically 
closing  them  up ;  but  in  a  case  of  placenta  praevia  there  is  no 
retraction  of  the  lower  uterine  segment  to  do  this,  therefore  the 
bleeding  is  profuse. 

The  actual  cause  of  the  separation  of  the  placenta  is  the 
increase  in  area  of  the  lower  uterine  segment.  In  full  dilata- 
tion this  area  increases  over  two  and  a  half  times,  but  a  very 
much  less  increase  is  sufficient  to  cause  detachment.  The 
placenta  cannot  expand  to  keep  pace,  as  it  were,  with  the 
expansion  of  its  site,  so  the  attachment  must  be  torn  through. 
In  some  cases  you  have  haemorrhage  occurring  before  dilata- 
tion can  be  detected.  These  are  really  cases  of  accidental 
haemorrhage  in  a  case  of  placenta  praevia.  You  can  easily 
understand  how  any  of  the  causes  I  have  already  given  you 
of  accidental  haemorrhage  with  a  normally  attached  placenta 
would  be  much  more  apt  to  cause  this  if  the  placenta  were 
situated  in  the  lower  uterine  area. 

Causes, — It  arises  from  a  low  implantation  of  the  ovum. 
Some  of  the  German  observers  maintain  that  it  is  due  to  the 
placenta  developing  over  the  lower  part  of  the  decidua  reflexa. 
In  many  cases  there  has  been  antecedent  uterine  disease.  I 
have  seen  two  where  endometritis  had  been  present  before  im- 
pregnation. In  such  cases  the  uterine  cavity  is  enlarged,  and 
this  would  allow  of  the  ovum  slipping  down  to  the  lower  part. 
This  would  also  account  for  the  greater  frequency  among  multi- 
paras, and  for  the  fact  that  when  it  does  occur  in  a  primiparous 
woman  she  is  usually  an  elderly  one. 

Signs  and  Symptoms, — The  chief  sign  is  haemorrhage,  the 
onset  of  which  is  sudden  without  any  apparent  cause  as  a  rule. 
It  frequently  occurs  when  the  patient  is  in  bed.  The  first  attack 
may  be  slight,  ceasing  in  a  little,  to  recur  in  some  hours  or  days 
or  even  weeks  later.  On  the  other  hand,  it  may  be  very  severe 
and  persistent.  At  first,  as  a  rule,  no  pain  will  be  felt,  but 
after  a  time  contractions  will  set  in.  You  will  find  it  stated 
that  the  haemorrhage  occurs  during  the  pains,  as  the  placental 
attachment  is  then  being  torn  through  and  the  sinuses  opened 
into.     As  a  matter  of  fact,  the  contractions  of  the  uterus  tend 
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to  lessen  the  blood  supply  for  the  time  being  by  compressing 
the  uterine  arteries ;  but  they  also  tend  to  press  out  the  blood 
which  has  already  escaped.  In  the  lateral  and  marginal  variety 
the  contractions,  by  driving  the  presenting  parts  down,  compress 
the  placenta  and  stop  the  haemorrhage  just  as  a  plug  does.  In 
my  last  lecture  I  pointed  out  that  the  occurrence  of  haemorrhage 
during  the  pains  was  no  indication  that  it  was  a  case  of  placenta 
pravia,  and  not  one  of  accidental  haemorrhage. 

If  the  haemorrhage  is  great  the  patient  will  show  signs  and 
rsymptoms  of  collapse,  viz.  pallor,  weak  and  rapid  pulse,  rest- 
lessness, ringing  in  the  ears,  faintness,  &c. 

A  vaginal  examination  may  not  reveal  much.  The  os  may 
be  completely  closed  and  the  presenting  part  not  felt,  as  mal- 
presentations  are  very  common,  both  from  the  case  being 
premature  as  a  rule,  and  from  the  altered  shape  of  the  uterine 
cavity.  You  may  be  able  to  make  out  a  thickened  boggy 
feeling  in  the  fornices.  In  most  cases,  however,  the  os  will  be 
•sufficiently  open  to  allow  a  finger  to  pass  and  the  placenta  to 
be  felt.  This  can  easily  be  done  in  the  central  and  lateral,  but 
in  the  marginal  variety  you  will  have  to  pass  your  finger  well 
an  and  sweep  it  round.  The  placenta  feels  rougher  than  a 
blood  clot,  and  cannot  be  broken  down  easily. 

Diagnosis, — In  a  case  of  sudden  haemorrhage  from  the  sixth 
month  onwards  to  full  time  it  must  either  be  due  to  accidental 
haemorrhage  or  placenta  praevia,  except  in  rare  cases  of  injury 
to  the  vagina  or  cervix,  or  cancer  of  the  cervix.  The  history 
of  the  onset  will  not  help  you  much.  You  will  have  to  depend 
on  an  examination.  If  the  cervix  will  admit  your  finger,  as  it 
usually  will,  and  you  feel  placenta,  it  is  a  case  of  placenta 
praevia.  If  you  cannot  reach  placenta  by  sweeping  your  finger 
round  the  lower  uterine  area,  it  will  be  a  case  of  accidental 
haemorrhage.  If  you  cannot  get  your  finger  in,  you  cannot  be 
absolutely  sure.  A  boggy,  thickened  feeling  in  one  or  other 
fornix  will  strongly  point  to  placenta  praevia,  but  this  is  not  to 
be  relied  upon.  Some  men  profess  to  be  able  to  diagnose  placenta 
praevia  by  abdominal  palpation.  Frankly  speaking,  I  may  say 
I  have  never  been  able  to  do  so,  and  am  afraid  I  never  shall. 

Prognosis, — It  is  a  dangerous  condition,  especially  for  the 
•child.  The  central  variety  is  the  most  dangerous,  the  lateral 
less,  and  the  marginal  least.     At  the  end  of  this  lecture  there 
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is  appended  a  table  of  150  cases  which  have  been  treated  in 
the  outdoor  and  indoor  departments  of  the  hospital  for  the  last 
twenty-five  years,  and  a  number  of  my  own  private  cases.  Of 
the  1 50  cases,  40  were  complete  and  no  partial,  ue.  lateral  and 
marginal.  Of  the  40  complete  7  died — equal  to  a  percentage 
of  1 7 J.  Of  the  no  partial  13  died,  or  11 -8  per  cent  The 
average  over  all  is  13J  per  cent  If  you  examine  the  table, 
you  will  notice  that  14  of  the  deaths  occurred  in  the  first  50 
cases,  leaving  6  for  the  last  100.  The  first  50  cases  were 
treated  between  15  and  25  years  ago.  This  percentage  of 
28  among  the  first  50  corresponds  with  what  is  given  in  many 
of  the  books.  It  is  far  too  high  for  the  present  day.  The  per- 
centage of  the  last  hundred,  viz.,  6  per  cent,  is  about  the  true 
one.  If  you  get  a  case  of  placenta  previa  early,  you  should  be 
able  to  save  the  mother  in  nearly  every  instance. 

The  prognosis  for  the  child  is  very  grave.  Of  the  153 
children  9 1  were  bom  dead,  while  a  good  many  of  those  bom 
alive  only  survived  a  short  time.  Fully  60  per  cent,  of  the 
children  are  usually  lost  at  the  time  of  labour,  while  some  of 
them  are  too  premature  to  live  any  length  of  time. 

Treatment — Palliative  treatment  should  be  tried  when  the 
haemorrhage  is  slight,  more  especially  if  it  is  before  the  child  is 
viable.  You  may  be  able  to  tide  her  over  for  a  time  until  the 
child  has  sufficiently  developed  to  be  viable.  Should  the  haemorr- 
hage recur,  active  treatment  should  be  adopted  in  the  interest  of 
the  mother.    Remember  that  the  mother's  interest  is  paramount 

Palliative  treatment  consists  in  keeping  the  patient  at 
absolute  rest  in  bed  under  an  opiate.  The  bowels  should  be 
gently  moved  and  the  diet  carefully  regulated.  Haemostatic 
drugs,  locally  or  intemally,  are  of  no  use.  In  hospital, 
one  has  a  chance  of  keeping  the  patient  going  for  a  little 
without  much  risk,  as  she  is  continually  under  observation, 
and  if  the  haemorrhage  recurs  measures  can  be  taken  at  once. 
You  must  impress  upon  the  friends  of  private  patients  the  great 
importance  of  sending  for  you  at  once  if  there  is  any  bleeding. 

If  the  bleeding  has  recurred,  or  if  it  is  a  severe  one,  active 
measures  must  be  adopted.  What  we  wish  to  accomplish  is 
(1)  to  check  the  haemorrhage  ;  (2)  to  dilate  the  cervix  ;  (3)  to 
deliver  the  child.  We  shall  first  consider  cases  where  the 
cervix  is  not  dilated.    The  best  thing  to  do  then  is  to  plug  the 
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vagina  thoroughly,  pushing  a  little  of  the  gauze  into  the  cervix 
if  it  will  admit  it.  This  must  of  course  be  done  with  aseptic 
precautions.  Iodoform  gauze  or  a  kite-tailed  plug  may  be 
used.  The  pressure  exerted  by  the  plug  stops  the  bleeding, 
while  at  the  same  time  uterine  contractions  are  set  up  and  dila- 
tation of  the  cervix  caused.  If  the  plug  is  properly  inserted, 
there  should  be  no  bleeding.  The  patient  must  be  watched. 
In  six  or  eight  hours  the  plug  should  be  removed,  and  if  the 
cervix  is  sufficiently  dilated  to  admit  two  fingers,  bipolar  ver- 
sion should  be  done  if  it  is  a  vertex  or  transverse  presentation, 
and  a  leg  brought  down.  If  the  cervix  is  not  dilated,  insert 
another  plug  and  wait  When  the  leg  is  once  got  down  the 
breech  is  gently  drawn  into  the  cervical  canal,  and  it  acts  as  the 
best  possible  plug  and  dilator.  Wait  until  uterine  action  expels 
the  breech.  Massaging  the  uterus  through  the  abdominal  wall 
will  assist  this.  Turning  partially  empties  the  uterus  and  allows 
of  retraction  taking  place,  so  that  the  uterine  arteries  are  partially 
closed  and  the  bleeding  lessened  in  that  way.  When  the  body 
is  expelled,  beware  of  delivering  the  head  too  quickly.  If  the 
cervix  grasps  the  neck,  wait.  The  child  will  probably  be  sacri- 
ficed, but  at  the  best  its  chances  are  small,  so  that  no  risk  to 
the  mother  should  be  run  for  the  sake  of  a  weakly,  premature 
child.  If  you  drag  the  head  through  and  tear  the  cervix,  you 
will  probably  lose  the  mother  from  uncontrollable  haemorrhage. 
A  torn  cervix  is  a  dangerous  complication  in  an  ordinary  labour, 
but  with  placenta  praivia  is  much  more  so.  As  soon  as  the 
child  is  born  the  uterus  must  be  firmly  kneaded.  The  placenta 
will  usually  be  quickly  expelled,  but  if  it  does  not  come  away 
and  there  is  bleeding  going  on,  introduce  your  hand  and  remove 
it,  A  hot  douche  should  be  given  at  once  and  a  hypodermic 
injection  of  ergotin  to  check  post-partum  haemorrhage.  If  the 
hot  douche  fails,  you  may  manage  to  check  the  haemorrhage  by 
pressing  one  hand  into  the  vagina  and  firmly  compressing  the 
uterus  and  cervix  between  it,  and  the  other  hand  over  the 
abdomen.  Plugging  the  uterine  cavity  and  vagina  is  another 
most  useful  method  which  we  shall  deal  fully  with  when  treat- 
ing of  post-partum  haemorrhage.  If  the  cervix  is  torn  it  should 
be  stitched. 

In  cases  where  the  bleeding  is  severe  and  the  cervix  dilated 
sufficiently  to  allow  of  bipolar  version,  do  it  at  once  without  re- 
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sorting  to  the  vaginal  plug.  If  you  cannot  manage  to  do  bipolar, 
do  podalic  version,  dilating  the  cervix  by  means  of  bags  or 
manually  until  the  hand  will  pass.  Deliver  with  the  precautions 
I  have  just  indicated. 

For  artificial  dilatation  Barnes'  or  Champetier  de  Ribe*s  bags 
are  very  useful,  and  they  may  be  used  instead  of  the  vaginal 
plug.  Where  the  membranes  have  been  ruptured,  Champetier 
de  Ribe's  bag  is  very  useful.  If  the  vertex  presents,  forceps 
should  be  used,  as  turning  will  probably  be  no  longer  possible. 

In  cases  where  the  cervix  is  fully  dilated  and  the  head 
presents,  you  may  use  forceps  instead  of  turning. 

Rupturing  the  membranes  has  been  advocated,  but  it  is  not 
a  good  method,  except  in  the  marginal  variety,  when  it  may 
suffice  if  the  os  is  partially  dilated.  In  such  a  case  the  bleeding 
will  be  checked  by  the  presenting  part  being  jammed  down,  but 
dilatation  will  be  slow  and  subsequent  podalic  version  rendered 
difficult  or  impossible,  while  bipolar  version  will  be  out  of  the 
question. 

The  treatment  of  the  central  variety  does  not  differ  from 
that  of  the  others  except  that  in  turning  by  the  bipolar 
method  the  foot  must  be  brought  down  through  the  centre 
of  the  placenta,  and  in  doing  podalic  version  the  hand  must 
be  passed  through  the  centre  of  the  placenta  if  it  cannot  be 
got  round  the  edge  of  it 

Sir  James  Y.  Simpson  advocated  stripping  off  the  placenta 
completely.  Barnes  advocates  stripping  off  the  praevial  portion. 
This  tends  to  favour  dilatation  and  checks  the  bleeding,  but  it 
lessens  the  child's  chances.     It  is  useful  in  some  cases. 

In  any  case,  if  the  patient  is  very  much  collapsed  give  her  a 
saline  injection  before  or  after  delivery  and  stimulate  her  freely. 
In  all  cases  be  prepared  to  deal  with  post-partum  haemorrhage. 
In  my  next  lecture  we  shall  discuss  this  fully. 

Lawson  Tait  has  recently  advocated  total  extirpation  of  the 
uterus  as  the  best  treatment  of  placenta  prajvia.  The  appalling 
death-rate  he  gives  may  have  existed  in  his  student  days,  but 
that  it  exists  at  present  cannot  for  a  moment  be  admitted.  In 
his  hands  total  extirpation  is  no  doubt  an  easy  operation,  but 
we  obstetricians  are  not  all  so  skilled  in  gynaecological  opera- 
tions as  he  is.  He  has  introduced  many  operations,  but  I  trust 
this  is  one  which  will  never  become  general 
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TWO  CASES  OF  PERFORATING  GASTRIC  ULCER 
SUCCESSFULLY  OPERATED  ON  * 

By  C  W.  MACGILLIVRAY,  M.D.,  F.R.C.S.Ed., 
Surgeon  to  the  Royal  Infirmary,  Edinburgh 

The  two  cases  of  perforating  gastric  ulcer  which  I  have 
thought  worthy  of  recording  are  specially  interesting  as  prov- 
ing that  even  in  the  most  unfavourable  conditions,  prompt  and 
thorough  measures  can  lead  to  results  more  favourable  than 
could  possibly  have  been  expected.  The  first  was  that  of  a 
housemaid,  aet  23,  who  was  admitted  to  my  wards  on  the 
evening  of  January  Sth,  1899.  Her  history  was  as  follows. 
For  some  time  previously  she  had  suffered  from  anaemia,  with 
occasional  gastric  symptoms  of  indigestion  and  pain  after  food, 
but  never  severe  enough  to  prevent  her  from  doing  her  ordinary 
work.  On  the  morning  of  January  4th  she  had  considerable 
pain,  but  was  able  to  continue  work  and  take  her  food  as  usual. 
On  the  morning  of  the  Sth  the  pain  returned,  and  there  was 
some  sickness,  in  which  was  a  trace  of  blood.  She,  how- 
ever, went  about  as  usual,  ate  a  hearty  dinner  of  broth, 
beef  and  potatoes,  and  took  her  tea  at  4  P.M.  She  then 
dressed  and  went  out,  but  while  walking  about  8  P.M.  was 
suddenly  seized  with  intense  abdominal  pain  and  faintness, 
necessitating  her  being  sent  home  in  a  cab.  She  was  at 
once  put  to  bed ;  hot  fomentations  were  applied,  and  a 
doctor  was  sent  for.  He  at  once  recognised  the  gravity  of 
the  condition  and  had  her  sent  up  to  the  Infirmary,  where 
she  arrived  about  11.30.  When  I  saw  her  at  midnight  she 
was  lying  on  her  back  in  bed,  somewhat  pale,  but  wonderfully 
little  collapsed  ;  her  pulse  was  98  and  her  temperature  99*4  ; 
her  legs  were  not  drawn  up.  She  complained  of  abdominal 
pain,  especially  on  movement  and  on  deep  pressure  over  the 
epigastric  region.  The  abdomen  was  moderately  distended 
and  rigid,  the  respiration  thoracic.  On  percussion  the  note 
was  tympanitic,  there  being  no  liver  dullness.  A  perforated 
gastric  ulcer  was  diagnosed,  and,  chloroform  having  been 
administered,  an  incision  was  made  from  the  ensiform 
cartilage  to  the  umbilicus.     Gas  and  a  thin,  flaky,   purulent 

^  These  cases  were  shown  at  a  meeting  of  the  Edinburgh   Medico-Chirurgical 
Society  on  May  17th. 
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fluid  at  once  escaped  from  the  peritoneal  cavity.  The 
stomach  was  brought  up  to  this,  and  was  found  to  be  con- 
gested and  covered  with  easily  detachable  flakes  of  lymph. 
Near  the  cardiac  end  of  the  anterior  surface  close  to  the  lesser 
curvature  there  was  a  thickened  and  indurated  patch,  in  the 
centre  of  which  was  an  irregular  perforation  with  sharp  edges 
lai^e  enough  to  admit  the  tip  of  the  little  finger.  An  ellipti- 
cal portion  was  excised  including  the  perforation,  and  the 
edges  were  brought  together  with  a  continuous  silk  suture 
passed  through  all  the  coats  of  the  stomach.  Superficially 
to  this,  a  series  of  interrupted  fine  silk  Lembert  sutures  were 
inserted.  The  whole  abdominal  cavity  was  filled  with  an 
odourless,  purulent  fluid  like  thin  peasoup,  Douglas'  pouch 
containing  more  than  a  pint  A  counter  opening  was  made 
above  the  symphysis  pubis,  and  the  cavity  was  thoroughly 
washed  out  with  hot  saline  solution.  The  incision  was  then 
closed  in  successive  layers,  and  glass  drainage  tubes  inserted 
both  supra-pubically  and  up  to  the  seat  of  perforation.  On 
removal  to  bed  she  was  suffering  from  very  little  collapse. 
She  had  a  good  night,  and  next  morning  was  comfortable 
and  happy,  there  being  about  an  ounce  of  purulent  discharge 
on  the  dressings.  Nutrient  enemata  were  administered  every 
four  hours ;  the  bowels  moved,  and  flatus  was  passed.  The 
second  day  milk  was  given  by  the  mouth,  and  thereafter  the 
course  of  the  case  was  uneventful,  except  for  the  fact  that  the 
upper  wound  opened  slightly  at  the  lower  end,  and  for  about  a 
week  most  foetid  pus  was  discharged  mixed  with  fatty  shreds. 
She  never  had,  however,  any  pain,  fever,  or  discomfort,  and  left 
for  the  Convalescent  Hospital,  perfectly  healed,  rosy,  and  with 
a  good  appetite,  at  the  end  of  February. 

The  special  points  of  interest  in  the  case  are  (i)  that  at  so 
short  an  interval,  at  most  five  hours  after  the  apparent  time  of 
perforation,  the  abdomen  should  have  been  filled  with  a  puru- 
lent fluid  ;  no  doubt,  however,  leaking  must  have  commenced 
on  the  morning  of  the  previous  day  ;  and  (2)  that  such  marked 
conditions  should  have  been  present  in  the  peritoneal  cavity 
with  such  slight  objective  and  subjective  symptoms. 

The  second  case  was  equally  interesting. 

A  woman,  act.  24,  assistant  in  a  tobacconist  shop,  had  for 
several    years    suffered    from    almost    continuous    indigestion, 
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severe  pain  and  vomiting,  with  on  one  occasion  hxmatemesis, 
which,  notwithstanding  treatment,  had  become  gradually  worse, 
until  she  was  quite  unable  to  retain  even  milk.  In  conse- 
quence she  had  become  weak  and  emaciated.  On  the  after- 
noon of  March  the  7th,  while  at  work,  she  was  suddenly  seized 
with  agonizing  pain  in  the  region  of  the  stomach,  shooting 
through  to  the  back  and  rapidly  spreading  over  the  whole 
abdomen.  She  was  taken  home  in  a  cab  and  put  to  bed. 
Hot  fomentations  were  applied,  but  after  a  night  of  con- 
tinued severe  pain  she  was  transferred  to  the  Infirmary  the 
next  forenoon. 

On  examination,  her  condition  was  very  similar  to  the 
other  case,  but  she  was  much  more  collapsed,  with  pinched 
face,  dry  tongue,  subnormal  temperature  ;  pulse  1 20,  respira- 
tion thoracic  and  32,  and  pain  excessive  and  general  over  the 
abdomen,  which  was  rigid,  tympanitic,  but  not  much  distended, 
liver  dullness  being  absent.  Though  the  general  condition  was 
bad  an  operation  was  at  once  proceeded  with,  the  usual  incision 
from  the  ensiform  cartilage  to  the  umbilicus  being  made.  Gas 
and  flaky  pus  escaped  ;  the  stomach  was  found  congested  ; 
about  its  middle  it  was  found  to  be  contracted  into  a  hard, 
mass  about  an  inch  in  diameter  and  an  inch  long,  this  forming 
an  hour  glass  contraction  separating  a  dilated  cardiac  pouch 
from  a  pyloric  one.  In  the  centre  of  this  contraction,  at  the 
lesser  curvature  at  the  point  of  attachment  of  the  gastro-hepatic 
omentum,  was  found  an  irregular  perforation  with  sharp  edges 
large  enough  to  admit  the  end  of  the  little  finger.  This  was 
surrounded  with  flaky  lymph.  The  difficulty  was  how  to  close 
this  opening  without  further  diminishing  the  calibre  of  the 
communication  between  the  pouches,  this  already  being  hardly 
sufficient  to  admit  the  forefinger  and  evidently  being  due  to  the 
cicatricial  contraction  of  a  long-standing  gastric  ulcer.  The 
whole  condition  thoroughly  explaining  the  prolonged  gastric 
symptoms  from  which  she  had  so  long  suffered.  What  I  did 
was  to  make  a  longitudinal  incision  in  the  long  axis  of  the 
stomach  about  3  inches  in  length  and  having  the  perforation 
in  the  centre.  This  was  then  stretched  vertically  as  in  pyloro- 
plasty and  the  vertical  edges  united  with  a  continuous  silk 
suture  through  all  the  coats  of  the  stomach,  a  large  number  of 
superficial  interrupted  Lembert's  sutures  being  then  inserted. 
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the  perforation  being  thus  closed  and  the  normal  lumen  of  the 
stomach  re-established  at  the  same  time.  Fig.  i  shows  the 
line  of  incision,  and  Fig.  2  the  condition  after  suturing.  The 
whole  abdominal  cavity  was  found  to  be  bathed  with  pus,  in 
the  subphrenic  region,  behind  the  liver  and  spleen,  and  down 
into  Douglas'pouch.  The  cavity  having  been  most  thoroughly 
washed  out  with  hot  saline  solution,  a  counter,  opening  being 


made  supra-pubically,  glass  drainage  tubes  were  inserted  both 
at  the  upper  and  lower  openings ;  and  the  wounds  then  closed 
by  suture. 

After  the  operation,  which  lasted  about  an  hour  and  a 
quarter,  she  was  somewhat  more  collapsed,  the  pulse  being 
small  and  compressible  and  about  130.  After  the  adminis- 
tration of  an  enema  of  brandy  and  beef  tea  she  rallied  wonder- 
fully and  passed  a  fair  night,  with  little  pain  but  considerable 
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restlessness  and  only  snatches  of  sleep,  nothing  being  given 
by  the  mouth,  but  the  nutrient  enemata  being  continued  every 
four  hours. 

The  next  day,  March  9th,  she  had  rallied  wonderfully,  the 
pulse  being  stronger  and  104,  the  temperature  99,2,  and  the 
respiration  20.  She  was  very  cheerful,  but  complained  of 
excessive  thirst.  Enemata  of  hot  water  were  given  to  relieve 
this,  and  the  nutrient  enemata  continued.  Directions  were 
given  that  if  there  was  no  sickness,  tea-spoonfuls  of  hot  water 
were  to  be  administered  by  the  mouth  every  half  hour,  com- 
mencing in  the  evening,  and  these  gradually  to  be  altered  to 
milk  and  hot  water. 

On  dressing  the  wounds  there  was  found  a  small  quantity 
of  blood-stained  sero-purulent  discharge  in  the  upper  dressing, 
but  only  a  very  small  quantity  of  blood-stained  serum  in  the 
dressing  around  the  suprapubic  opening ;  pain  and  distension 
of  the  abdomen  had  disappeared. 

On  March  loth  she  was  quite  cheerful  and  happy,  having 
had  a  good  night,  and  the  pulse  and  temperature  were 
practically  normal.  There  had  been  no  sickness,  and  she  had 
been  able  to  take  the  teaspoonfuls  of  milk  and  water  by  the 
mouth  regularly.  Small  quantities  of  chicken  tea  in  addition 
to  the  milk  were  ordered  to  be  administered,  but  the  nutrient 
enemata  to  be  still  continued.  The  lower  tube  was  removed 
as  there  was  no  discharge,  the  upper  being  still  left  in  situ  as 
there  was  still  a  small  quantity  of  serous  discharge. 

From  that  time  onwards  the  course  of  the  case  was 
uneventful ;  the  upper  glass  tube  was  removed  on  the  fourth 
day,  a  short  piece  of  small  rubber  drainage  tube  being  sub- 
stituted for  a  few  days  longer.  At  the  same  time  the  necessity 
for  nutrient  enemata  ceased,  the  patient  being  able  to  take 
sufficient  fluid  nourishment  by  the  mouth — milk,  milk  and  raw 
eggs  beaten  up,  veal  and  chicken  tea,  and  gradually  farinaceous 
articles  of  diet  She  never  complained  of  the  least  pain  or 
indigestion,  and  the  bowels  acted  regularly.  No  medicine  was 
administered  beyond  Haematogen,  which  she  took  with  relish, 
and  which  seemed  to  strengthen  her.  She  was  allowed  out 
of  bed  about  the  third  week,  and  rapidly  gained  strength  and 
weight.  Except  for  a  small  sinus  at  the  upper  wound,  every- 
thing had  soundly  healed,  and  this  had  closed  ten  days  later. 
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She  was  sent  to  the  Convalescent  Hospital  at  the  end  of  April, 
well  and  strong  with  no  trace  of  indigestion,  and  able  to  eat 
any  simple  food.  When  seen  a  few  days  ago,  more  than  three 
months  after  the  operation,  she  was  in  perfect  health,  well 
nourished,  with  good  colour,  and  taking  ordinary  food  with 
appetite  and  relish.  This  case  is  of  special  interest  as  being 
exactly  similar  to  one  reported  by  Mr  Morse  of  Norwich  in  the 
Lancet  of  May  13th,  1899,  with  the  important  difference  that 
in  his  case  no  perforation  had  taken  place  ;  the  symptoms, 
pathological  condition,  treatment,  and  result  were,  however, 
precisely  similar. 


TUMOUR  OF  THE  SPERMATIC  CORD ' 

By  JOHN  MARNOCH,  CM.,  M.B.,  M.A., 
Assistant-Surgeon,  Aberdeen  Royal  Infirmary 

Cases  of  tumour  of  the  spermatic  cord  are  so  seldom  met  with 
that  it  is  desirable,  for  several  reasons,  when  they  do  occur  to 
record  them.  In  the  first  place,  it  is  only  by  doing  so  that  a 
due  appreciation  can  be  obtained  of  the  clinical  symptoms  most 
commonly  met  with,  and  in  the  second  place  the  pathology  of 
these  tumours  becomes  better  understood. 

History. — ^J.  G.  C,  a  tall,  strongly-built  man,  sixty-three 
years  of  age,  was  admitted  to  the  Royal  Infirmary  on  21st 
August  1897,  complaining  of  a  painful  swelling  in  his  left 
groin.  Five  and  a  half  years  previously  he  had  been  crushed 
by  a  bull  on  the  upper  part  of  the  thigh  and  groin.  This  was 
followed  by  some  swelling  of  the  thigh  and  lower  part  of  the 
abdomen,  which  soon  subsided.  Five  or  six  months  afterwards 
he  noticed  a  small  hard  swelling  about  the  size  of  a  hazel-nut 
situated  in  his  groin  somewhat  above  the  external  ring.  This 
was  not  painful,  and  afforded  him  no  inconvenience  until  a 
couple  of  months  previous  to  admission.  At  this  time  it 
began  to  grow  in  size,  and  was  accompanied  at  intervals  of 
a  week  or  two  by  attacks  of  pain,  which  were  aggravated 
considerably  when  the  tumour  was  touched.  The  pain  radi- 
ated upwards  to  the  left  lumbar  region  and  downwards  to 
the  left   testicle  and  inner  part  of  the  thigh.      Any  action 

^  Read  at  the  Aberdeen  Medico-Chinirgical  Society. 
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which  called  into  play  his  abdominal  muscles  also  increased 
the  pain.  At  times  he  was  under  the  impression  that  his 
testicle  on  that  side  swelled,  and  for  this  he  wore  a  suspensory- 
bandage. 

Examination  on  admission, — An  oval  tumour  was  found  in 
the  left  groin  reaching  from  just  above  the  external  abdominal 
ring  upwards  and  parallel  to  Poupart's  ligament  for  about  2^  to 
3  inches.  The  surface  of  this  tumour  was  everywhere  smooth 
and  its  margins  were  well  demarcated.  It  was  movable  to 
some  extent  in  most  directions,  and  there  was  no  impulse  on 
coughing,  the  tumour  merely  participating  in  the  general  suc- 
cussion  imparted  by  the  act  to  the  abdominal  wall.  It  preserved 
its  size  whether  patient  assumed  the  recumbent  or  erect  posture. 
Pulling  on  the  spermatic  cord  in  the  scrotum  caused  the  swell- 
ing to  descend  somewhat,  but  it  was  impossible  to  reduce  it 
within  the  abdominal  cavity.  From  its  situation  its  trans- 
lucency  could  not  be  tested.  When  pressed  downward  on 
the  spermatic  cord  some  pain  was  elicited. 

Operation, — On  26th  August  the  tumour,  which  was  found 
lying  in  the  inguinal  canal  attached  at  its  upper  part  by  a 
very  small  pedicle  to  the  spermatic  cord,  was  excised  without 
difficulty.  There  was  no  accompanying  hernia  and  no  com- 
munication with  the  abdominal  cavity.  It  measured  two  and 
a  half  by  two  inches,  and  on  section  showed  one  or*two  small 
haemorrhages.  Its  colour  was  pinkish  yellow,  and  its  consistence 
somewhat  friable. 

Histology, — Sections  of  the  tumour  showed  it  to  be  made 
up  mainly  of  fibrous  tissue,  with  here  and  there  clumps  of  fat 
cells.  The  fibrous  tissue  had  undergone  at  one  or  two  points 
well-marked  myxomatous  degeneration.  At  one  part  were 
considerable  masses  of  large  round  cells  surrounding  and  in 
some  instances  filling  up  oval-shaped  spaces.  These  spaces 
were  some  of  them  filled  with  myxomatous-looking  material. 
Scattered  here  and  there  were  masses  of  blood-cells,  while 
externally  was  a  well-marked  fibrous  capsule. 

Text' books  on  Surgery  pass  over  tumours  of  the  spermatic 
cord  very  briefly,  and  the  literature  on  the  subject  is  scanty. 
With  regard  to  the  relative  frequency  of  the  different  kinds 
of  tumours  in  that  region,  lipomata  or  fibro-lipomata  are  far 
oftenest  found.     This  is  not  difficult  to  explain,  since  the  sub- 
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peritoneal  tissue  of  the  pelvis  and  the  areolar  tissue  of  the 
spermatic  cord  abound  in  small  masses  of  fat,  from  which 
these  tumours  can  take  origin.  Jonathan  Hutchinson,  jun., 
believes  that  the  majority  of  cases  of  lipomata  of  the  spermatic 
cord  originate  in  the  subperitoneal  tissue  and  travel  down  the 
inguinal  canal.  This  certainly  accounts  for  the  frequency  with 
which  hernia  is  associated  with  these  cases.  The  subperitoneal 
tumour  as  it  descends  the  canal  drags  a  pouch  of  peritoneum 
after  it,  and  hence  the  hernia.  Paget,  Tillaux,  and  Wemher 
take  the  same  view  of  the  origin  of  lipomata  and  of  the 
mechanism  of  hernia  associated  with  them.  Sarcomata  are 
of  much  rarer  occurrence,  but  cases  have  been  put  on  record 
by  Pepper,  Curling,  Volkman,  Spence,  Mansell-Moullin,  etc. 

Cystic  tumours  are  frequently  met  with  and  take  origin 
from  unobliterated  portions  of  the  processus  vaginalis,  although 
Watson  believes  that  they  may  originate  sometimes  from 
haemorrhages.  The  tumour  which  I  have  recorded  is  mixed 
in  its  histology,  and,  but  for  the  mass  of  large  round  cells 
alluded  to,  might  be  classed  as  a  iibro-lipoma.  The  fact  of 
its  having  taken  on  rapid  growth,  accompanied  by  pain,  shortly 
before  patient's  admission  to  hospital,  rather  points  to  its  having 
become  malignant  in  character,  and  the  cellular  part  of  the 
tumour  certainly  showed  signs  of  active  proliferation.  These 
cells  were  so  large  in  many  places  as  to  closely  resemble 
endothelial  cells,  and  it  is  not  improbable  that  they  may  have 
taken  origin  from  some  remnant  of  the  endothelial  lining  of 
the  processus  vaginalis. 

Tumours  of  the  Spermatic  Cord  seem  to  have  a  decided 
preference  for  the  left  side,  and  are  found  equally  in  stout  and 
thin  subjects.  Out  of  eighteen  cases  of  lipoma  of  the  cord 
investigated  by  Hutchinson,  thirteen  occurred  on  the  left  side. 
A  fair  proportion  of  cord  tumours  seem  to  undergo  myxomatous 
degeneration. 

That  the  diagnosis  of  these  cases  is  often  beset  with  diffi- 
culty is  well  illustrated  by  the  case  recorded  by  Edwards.  In 
this  instance  the  patient  was  examined  by  such  eminent  surgeons 
as  Hale  Thomson,  Lawrence,  Sir  Benjamin  Brodie,  Travers,  and 
Curling  who  could  not  agree  as  to  the  diagnosis.  The  case 
turned  out  at  the  operation  to  be  a  lipoma  of  the  cord.  Solid 
tumours  of  the  cord  when  they  lie  below  or  below  and  extend- 
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ing  into  the  external  ring  are  not  so  difficult  to  diagnose,  as 
by  some  traction  on  the  swelling  the  normal  thickness  of  the 
cord  can  be  made  out  above,  while  translucency  differentiates 
them  from  cysts.  Such  a  tumour  can  never  be  reduced  within 
the  abdominal  cavity.  When  the  tumour  lies  in  the  inguinal 
canal,  however,  it  is  exceedingly  difficult  to  distinguish  it  from 
an  incarcerated  epiplocele.  In  both  cases  there  may  be  some 
impulse  on  coughing,  as  a  tumour  in  that  situation  is  often 
connected  with  the  abdominal  contents  by  a  pouch.  Watson, 
who  has  seen  clinically  several  cases  of  lipoma  in  the  inguinal 
canal,  lays  stress  on  one  or  two  points  as  helpful  in  the  diag- 
nosis. Firstly,  lipomata  are  smooth  on  the  surface,  generally 
painless,  and  more  movable  in  all  directions  than  omental 
hemiae.  Secondly,  slight  traction  on  the  cord  causes  small 
tumours  to  descend  somewhat  and,  if  the  patient  is  at  the 
same  time  asked  to  cough,  what  impulse  was  present  before 
is  either  diminished  or  abolished.  Curling  considers  a  valuable 
symptom  is  whether  the  upper  limit  of  the  swelling  is  well 
defined.  In  the  case  I  have  recorded  the  upper  limit  could 
easily  be  made  out,  and  thus  connection  with  the  abdomen  was 
eliminated.  Cysts  or  hydroceles  of  the  cord  lying  in  the  in- 
guinal canal,  if  not  tense,  may  be  distinguished  by  fluctuation, 
but  if  tense  they  may  simulate  solid  tumours  and  present  the 
same  difficulties  of  diagnosis. 

In  conclusion,  I  have  to  thank  Dr  Garden,  who  operated 
on  the  case,  for  allowing  me  to  publish  it,  and  Dr  Hamilton,  in 
whose  laboratory  I  examined  the  tumour,  for  helping  me  to 
form  an  opinion  of  its  nature. 
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CASE  OF  SARCOMA  OF  SPINE  OCCURRING  IN  A 
BOY  OF  13,  AND  RESULTING  FROM  INJURY 

By  WILLIAM   FREW,  M.D., 
Physician  to  the  Kilmarnock  Infirmary 

Malignant  tumours  of  the  spine,  originating  either  intra- 
or  extra-medullary  are  known  to  occur,  but  judging  from  the 
small  number  of  cases  recorded,  they  are  of  sufficient  rarity  to 
warrant  the  publication  of  the  following  case.  Their  develop- 
ment in  relation  to  injuries  has  been  pointed  out  by  various 
writers.  The  rapidity  of  development  in  the  present  case  is,  how- 
ever, worthy  of  note,  the  whole  time  embraced  between  the 
receipt  of  the  injury  and  the  death  of  the  patient  being  about 
two  and  a  half  months.  The  notes  of  the  case  are  given  chiefly 
from  memory,  only  short  jottings  having  been  made  at  the  time. 
A  chart  of  the  temperature  carefully  recorded  might  be  given, 
but  beyond  the  fact  that  it  was  very  erratic,  varying  from  97'' 
up  to  104*6,  not  much  else  is  to  be  noted.  The  pulse  through- 
out the  illness  was  also  very  variable. 

T.  Q.,  aged  thirteen  years,  was  admitted  to  the  Medical 
Wards  of  the  Kilmarnock  Infirmary  under  my  care,  on  the 
1 8th  May  1898.  He  was  a  well-grown  healthy  looking  lad, 
bright  and  intelligent,  and  gave  the  following  account  of  his 
illness.  (This  account  was  afterwards  confirmed  and  sup- 
plemented by  notes  kindly  furnished  me  by  Dr  A.  W.  Aird  of 
Newmilns,  who  had  seen  him  at  home  and  recommended  him 
to  the  Infirmary.)  One  day  about  the  middle  of  April  while 
playing  football  he  fell,  and  some  of  the  other  youths  engaged 
in  the  game  tumbled  roughly  on  the  top  of  him.  He  thought 
himself  that  he  "  butted "  with  his  head  against  one  of  his 
playmates  before  falling,  and  felt  a  jerk  in  his  neck  at  the 
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time.  In  the  fall  one  of  his  legs  was  hurt,  and  it  was  of  this 
he  complained  chiefly  when  first  seen  by  Dr  Aird  in  his  con- 
sulting room  at  the  end  of  April.  During  this  time  he  had 
continued  at  work  as  a  shuttler  in  one  of  the  lace  factories  in 
the  district.  His  mother,  however,  thinks  that  he  began  to 
complain  of  pains  in  the  region  of  his  neck  and  shoulders 
about  a  week  after  the  injury.  Dr  Aird  did  not  see  him  again 
until  the  isth  of  May,  when  he  was  called  to  see  him  at  his 
home.  The  shooting  pains  about  the  shoulders  and  arms  were 
much  less  severe  than  they  had  been,  but  he  found  the  lad 
suffering  already  from  complete  paraplegia  with  rigidity.  As 
his  house  was  a  very  miserable  one  he  at  once  advised  his 
removal  to  the  Infirmary,  which  was  carried  out  on  the  1 8th. 

His  condition  when  I  saw  him  after  admission  was  as  follows. 
He  lay  on  his  back,  with  his  hands  clasped  over  the  top  of  his 
head  to  steady  it,  the  least  movement  of  the  head  causing  him 
great  pain.  He  complained  of  pain  in  the  neck,  and  on  ex- 
amination the  seventh  cervical  vertebra  was  very  tender  on 
pressure,  but  no  deformity  could  be  seen.  He  complained  of 
pains  about  the  shoulders  and  body,  and  also  in  the  legs, 
along  with  some  numbness  in  certain  parts.  The  legs  were 
paralysed  and  rigid,  and  the  knee  and  sole  reflexes  exaggerated ; 
ankle  clonus  was  also  present  There  was  some  interference 
with  the  control  of  both  the  bladder  and  bowels,  as  they  some- 
times acted  spasmodically  before  he  was  aware.  He  told  me 
that  the  legs  sometimes  jumped  in  bed  involuntarily.  Bedsores 
were  threatening  to  form  over  the  buttocks.  My  hospital 
assistant,  Dr  John  Lawrie,  saw  him  the  same  day  but  sometime 
after  me,  and  on  comparing  notes  in  the  evening  when  we  met, 
we  were  mutually  astonished  to  find  ourselves  at  variance  re- 
garding some  of  his  symptoms.  This  led  to  a  combined  re- 
examination, when  we  discovered  that  the  symptoms  and  signs 
underwent  from  time  to  time  considerable  variation.  At  one 
time  there  would  be  rigidity  with  exaggerated  reflexes,  and  at 
another  absence  of  reflexes  and  little  or  no  rigidity.  This  led 
us  to  suspect  that  the  disease,  whatever  it  was,  had  already 
begun  to  invade  the  cord  itself  Not  being  able  to  arrive  at 
any  definite  diagnosis  as  to  the  cause  of  the  disease,  other  than 
the  probability  of  there  being  some  inflammatory  condition, 
I  ordered  a  blister  to  be  applied  over  the  tender  seventh  cervical 
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vertebra  and  its  immediate  neighbours  above  and  below,  and  to 
have  small  doses  of  Grey  &  Dover's  powder  given  three  times 
a  day.  He  was  also  to  have  an  occasional  dose  of  antipyrin 
(5  g^^O  ^o  reduce  temperature  and  assist  in  relieving  the  pain. 
We  had  Hilliard's  spine  extension  apparatus  applied,  but  he 
complained  from  the  very  first  of  its  making  the  pain  worse, 
and  after  giving  it  a  fair  trial  we  were  forced  to  discard  it. 
This  was  an  unusual  experience  if  the  disease  was  of  the 
nature  of  Caries,  and  roused  fresh  suspicions  in  our  minds. 

The  paraplegic  condition  rapidly  increased  in  spite  of  all 
our  attempts  to  relieve  him,  and  soon  all  control  of  bowels  and 
bladder  was  lost  Bedsores  formed  in  an  amazingly  rapid 
manner,  the  slightest  pressure  on  any  part  for  a  few  hours 
resulting  in  the  formation  of  a  slough.  Priapism  became  very 
marked  and  painful.  Hypodermic  injections  of  morphia  had 
to  be  used  to  relieve  his  sufferings,  and  a  second  blister  applied 
over  the  spine  at  the  seat  of  tenderness.  Early  in  June  it  was 
noticed  that  a  swelling  was  forming  at  the  seat  of  tenderness 
in  the  spine.  It  increased  rapidly — the  skin  over  it  retaining 
its  natural  colour — but  it  soon  gave  a  boggy  soft  sensation  to 
the  fingers.  I  asked  the  acting  surgeon — Dr  Donald  M*Leod 
— to  see  the  case,  and  we  agreed  that  an  exploratory  operation 
was  justifiable  and  he  was  removed  to  the  surgical  ward. 

On  the  following  day  Dr  M*Leod  made  an  incision  over 
the  swelling  and  came  upon  a  highly  vascular  new  growth. 
Although  the  hemorrhage  was  alarming  he  excised  a  small 
portion  of  it  for  examination,  and  then  stuffed  the  wound  firmly 
with  gauze  and  applied  pressure  to  arrest  the  bleeding.  I 
forwarded  the  small  portion  of  the  tumour  to  the  Clinical 
Research  Association,  who  reported  it  to  be  a  small  spindle 
celled  sarcoma. 

The  parents,  having  been  advised  of  the  hopelessness  of  the 
case,  had  the  lad  removed  home,  where  he  died  on  the  6th  July, 
Dr  Aird  informs  me  that  latterly  vomiting  was  a  very  pro- 
minent feature  in  the  case.  At  my  request  Dr  Aird  made 
inquiry  as  to  whether  there  was  any  hereditary  tendency  to 
malignant  disease  in  the  family  with  a  negative  result 

I  think  there  is  no  doubt  that  some  injury  was  received 
in  the  region  of  the  seventh  cervical  vertebra,  and  that  malignant 
disease  began  either  in  the  substance  of  the  bone  or  in  some  of 
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the  inter-vertebral  structures,  which  from  its  rapid  growth  soon 
involved  the  structure  of  the  cord  itself.  Unfortunately,  on 
account  of  the  boy's  removal  home,  a  post-mortem  examination 
could  not  be  obtained. 


ACUTE  ARTICULAR  RHEUMATISM  IN  AN 

INFANT^ 

By  GRACE  R,  CADELL,  L.R.C.P.  &  S.Ed., 

Leith 

There  has  recently  come  under  my  observation  a  case  which 
it  has  been  suggested  to  me  might  interest  the  readers  of  this 
journal,  as  affording  evidence  on  the  question  as  to  the  occurrence 
of  rheumatism  in  infancy,  and  the  possibility  of  its  giving  rise 
to  lesions  in  the  spinal  cord.  The  case  was  that  of  a  healthy, 
well-nourished  child  of  two  months  old,  on  the  breast,  whose 
family  history  was  good,  though  both  parents  had  suffered 
slightly  from  rheumatism.  The  first  indications  of  suffering  on 
the  part  of  the  child  were  that  he  cried  one  morning  while  being 
bathed — which  was  unusual  with  him — remained  very  quiet  for 
the  rest  of  the  day,  and  towards  evening  became  very  white  and 
cold.  When  I  was  called  in  at  lo  p.m.  the  same  day,  I  found  the 
patient  very  pale  and  looking  collapsed,  his  hands,  feet,  and  face 
were  cold,  although  his  temperature  was  I02*8F.  His  legs 
were  drawn  up  and  the  feet  fixed  and  acutely  flexed ;  he  seeihed 
pained  and  distressed.  He  had  had  three  stools,  the  first  of 
which  was  natural  but  large,  the  second  green,  and  the  third 
contained  undigested  milk.  Heat  was,  by  my  directions,  at 
once  applied  to  the  feet,  thorax,  and  abdomen,  and  Spt 
Ammon,  Arom.  was  administered.  At  the  end  of  three  hours 
the  patient  looked  less  collapsed.  Castor  Oil  was  administered. 
The  next  two  days  the  stools  were  green,  and  the  child  seemed 
disinclined  to  take  the  breast ;  his  tongue  was  clean,  and  his 
temperature  always  over  1 02  F.  Thinking  he  was  suffering  from 
intestinal  catarrh,  I  gave  him  a  stomachic.  On  the  fourth  day 
of  his  illness  the  stools  were  almost  natural  and  the  tongue 
was  clean,  yet  the  patient  continued  to  look  distressed,  con- 
stantly groaning,  and  having  a  terrified  expression  in  his  eyes. 

^  Read  at  the  Edinburgh  Medical  Women^s  Club. 
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When  lifted  he  cried  a  great  deal,  and  it  was  noticed  that  he 
never  moved  his  limbs. 

Spt  Chloroform  and  Tr.  Camph.  Co.  were  now  administered 
with  apparently  good  results.  The  patient  had  a .  slightly 
better  night,  and  did  not  look  so  distressed  as  on  the  fifth  day. 

On  the  sixth  day,  however,  the  temperature  was  again  over 
102  F.,  and  the  patient  appeared  to  be  in  pain,  though  he  had 
not  lost  flesh.  The  limbs,  as  before  and  always  throughout  the 
illness,  were  kept  perfectly  motionless,  but  there  was  no  appear- 
ance of  redness  or  swelling  about  the  joints.  The  skin  was  hot 
and  dry,  and  would  at  times  flush  all  over.  The  child  still 
groaned  while  lying  still  in  his  cradle.  He  was  now  put  on  Sodse 
Salicyl.  gr.  ii.,  Spt.  Ammon.  Arom.  mx.,  Liq.  Ammon.  Acet  3f., 
Glycerine  q.s.,  Aq.  ad.  3i.  every  four  hours.  In  the  evening 
the  temperature  was  lOO  F.,  the  skin  moist,  emitting  the 
characteristic  sour  smell  of  rheumatic  fever  patients,  while  the 
child  slept  and  there  was  no  groaning. 

I  subjoin  the  jottings  in  my  case  book  during  the  remaining 
days  of  the  illness. 

jth  day. — The  patient  does  not  cry  when  lifted,  crying  for 
the  breast,  legs  being  more  moved. 

8/A  day. — Moving  the  legs  and  the  left  arm  well.  The 
right  arm  is  still  kept  very  quiet,  although  the  patient  can 
move  it.     Expression  placid  and  contented. 

9/A  day, — A  slight  rash  appeared  on  the  head  and  right 
arm.  The  patient  looks  well  but  is  restless.  He  began  to 
roll  his  head,  so  the  Salicylates  were  discontinued,  and  Arsenic 
given. 

wth  day, — The  skin  hot  and  dry.  Salicylate  mixture 
begun  again. 

1 3 /A  day, — The  Salicylate  mixture  again  stopped  as  the 
struggle  to  get  the  patient  to  take  it  caused  such  intense  palor 
that  it  seemed  doing  more  harm  than  good.  He  got  a  soda 
bath  once  in  twenty-four  hours,  warm  fomentations  and  plenty 
of  heat.     The  bath  only  reduced  the  temperature  temporarily. 

14/A  and  \^th  days, — The  mother  took  the  Salicylates,  but 
the  child  began  to  refuse  the  breast. 

16/A  day, — The  pulse  was  144  and  the  temperature  over 
lOoF.,  so  Sodae  Salicyl,  gr.  ii.,  Sacch.  Lact.  gr.  i.was  administered, 
being  placed  dry  on  the  tongue.      As  this  method  of  adminis* 
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tration  did  not  entail  a  stni^le,  it  was  continued  till  the 
temperature  remained  at  normal  for  three  days  consecutively, 
after  which  it  did  not  rise  again.  The  patient  made,  a  good 
recovery. 

That  this  was  a  case  of  acute  articular  rheumatism,  no  one, 
I  think,  can  doubt.  The  evident  stiflhess  of  the  joints,  though 
unaccompanied  with  any  swelling  (which  according  to .  many 


meni,  ana  sour  perspiraiion  suDsequeni  lo  ine  aommisiraiion  oi 
the  Salicylates,  point  to  rheumatism  as  the  undoubted  cause. 
There  are  three  points  of  interest  in  this  case. 

1.  The  high  temperature  with  cold  extremities. 

2.  The  age  of  the  patient. 

3.  The  diagnosis. 

I.  High  temperature  with  cold  extremities. — As  a  rule,  if  one 
felt  a  child's  limbs  cold,  one  would  not  think  of  taking  the 
temperature.  In  children  it  is  better  always  to  take  the 
temperature.  Since  the  above  case  I  have  seen  two  similar 
cases  in  which  the  hands  and  arms  were  cold  and  the  tempera- 
ture over  1 00  F.  taken  in  the  axilla. 

The  parents  of  the  two  children  in  question  said  they  took 
"  ill  turns  "  every  now  and  then,  with  headache,  loss  of  appetite, 
gastric  disturbance,  feverishness  and  restlessness  at  night,  and 
listlessness  through  the  day.  Both  were  thin,  anasmic,  bright 
children.  No  mention  was  made  of  pains  in  the  joints,  but  on 
questioning  I  was  told  that  the  children  had  complained  of 
pains  in  the  knee  joints.  Salicylates  were  given  in  both  cases, 
and  the  patients  made  a  good  recovery. 
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Such  cases  may  be  eiasily  overlooked,  and  only  when  the 
heart  affection  begins  do  we  realise  that  the  child's  frequent 
attacks  of  ill-defined  sickness  have  been  due  to  rheumatisnu 

This  statement  is  supported  by  the  testimony  of  Drs  Barlow 
and  Cheadle. 

Dr  Bai-low  (i)  says:  "  Again  and  again  cases  of  oi^nic 
heart  disease  in  children  can  produce  no  rheumatic  history*" 

Dr  Cheadle  (2)  says :  "  The  delicate  tissues  and  organisation 
of  a  child  exhibit  a  more  extensive  area  of  disturbance  under 
the  influence  of  the  rheumatic  state  than  the  more  stable 
structures. of  the  adult  The  most  characteristic  symptom,  the 
articular  affection,  is  often  extremely  slight,  sometimes  absent 
altogether.  The  rheumatic  state  is  not  limited  to  the  joints  or 
to  the  fibrous  tissues  or  serous  membranes,  but  involves  mucous 
membranes  and  skin,  and  .  even  the  central  nervous  system 
itself.  *  The  history  of  rheumatism  may  be  the  history  of  a 
whole  childhood.' '! 

2.  The  age  of  the  patient — The  extreme  youth  of  the 
patient  would  be  regarded  by  some  as  sufficient  to  negative 
rheumatism ;  but  to  me  it  seems  that  if  a  child  of  three  or 
four  years  old  may  have  acute  rheumatism,  there  is  no  reason 
why  one  of  a  few  months  may.  not  suffer  from  the  same  cause. 
As  a  rule,  infants  are  not  exposed  to  chills,  and  many  cases 
may  not  in  this  way  occur.  The  patient  whose  case  is  de- 
scribed above  was  supposed  to  have  got  a  chill  from  lying 
in  his  cradle  in  a  room  without  a  fire  during  several  very 
cold  nights,  which  came  suddenly  after  warm  weather.  The 
following  writers  support  this  opinion. 

Dr  Eustace  Smith  (3)  says :  "  Acute  rheumatism  is  said  to 
•be  uncommon  under  five  years,  but  the  accuracy  of  this 
assertion  is  open  to  question.  Infants  and  young  children 
may  not  suffer  from  much  articular  swelling  and  pain,  but 
it  is  a  common  experience  to  detect  a  cardiac  murmur  at 
the  mitral  orifice  in  a  young  child,  and  to  discover  on  inquiry 
that  the  patient  had  some  weeks  or  months  previously  been 
feverish  with  stiffness  and  tenderness  of  one  or  more  joints." 

Lewis  Smith  (4)  says  :  "  Rheumatism  may  occur  not  very 
rarely  in  young  children,  even  in  infants,  but  the  disease  at 
this  age  may  be  so  obscure  or  latent  as  to  be  overlooked  by 
;good  diagnosticians," 
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Dr  Canhichael  (5)  says :  "  The  disease  may  occur  at  almost 
sLny  age." 

Dr  Goodhart  (6)  mentions  two  cases  at  the  ages  of  two 
and  a  half  months  and  two  years  old. 

Henoch  (7)  gives  a  case  at  ten  months  old. 

SchaefTer  (8)  and  Pocock  saw  acute  rheumatism  in  the  new- 
born. In  both  cases  the  mothers  had  acute  rheumatism  in  the 
latter  months  of  pregnancy.  Jaccond  (9)  gives  two  exactly 
similar  cases,  one  three  days  and  the  other  twelve  hours  old. 

Subert  (10)  met  with  thirteen  cases  under  one  year  old. 
Stager  (11)  records  a  case  in  an  infant  of  four  weeks.  Chapin 
(12)  records  seventy-six  cases  of  rheumatism,  three  of  whom 
were  under  two  years  of  age. 

On  the  other  hand  the  following  writers  consider  that  the 
disease  is  very  rare  in  infancy,  viz.:  Steiner  (13),  Marfan  (14), 
Senator  (15),  Holt  (16);  and  even  Cheadle  (17)  says  "  he  has 
seen  no  undoubted  case  under  two  years  old. 

3.  Diagnosis. — This  is  extremely  difficult  in  children,  and 
the  younger  the  child  the  more  difficult,  because  of  the  absence 
or  latent  condition  of  the  articular  affection,  and  also  because 
several  ailments  to  which  children  are  subject  exhibit  similar, 
or  nearly  similar  symptoms,  eg.— 

Intestinal  catarrh^  which  in  children  is  often  accompanied 
by  slight  feverishness.  In  this  disease,  however,  unlike  what 
occurs  in  rheumatism,  wasting  soon  begins,  and  the  tongue  is 
always  foul,  and  it  is  uncommon  in  breast  babieis. 

The  initial  stage  of  the  exanthemata. — The  appearance  of 
the  characteristic  symptoms  in  these  cases,  however,  would 
s6oh  dispel  any  doubts. 

Pyctmia. — Here  the  local  pain  is  more  intense,  the  tem- 
perature higher. 

Rickets. — ^The  temperature  is  normal,  or  sub-normal. 
In  Syphilis  the  swelling  is  at  the  junction  of  the  shaft  and 
the  epiphysis,  not  at  the  joint  as  in  rheumatism. 

In  Scurvy  there  is  pain  and  swelling  of  the  joints  but  no 
fever,  and  the  condition  of  the  gums  is  sufficiently  distinctive  to 
prevent  mistake. 

Infantile  spinal  paralysis  begins  with  fever,  tenderness  in 
the  back  and  limbs,  and  Dr  Barlow  (18)  says  intelligent 
mothers  have  assured  him  there  was  swelling  in  one  knee ; 
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t  is  not  diagnosed  as  such  till  the  paralysis  appears.  Eustace 
Smith  (19)  says  "  paralysis  of  one  side  of  the  face  may  be  pro- 
duced by  rheumatic  inflammation  of  the  sheath  of  the  facial 
nerve  at  its  point  of  exit  from  the  bone."  Trousseau  (20), 
Gresolle,  and  Bouchut  have  seen  rheumatism  accompanied 
with  passing  paraplegia.  They  gave  these  cases  the  name  of 
spinal  rheumatism.  Dr  Byers  (21)  says  severe  nervous  shock 
at  times  occurred  immediately  before  an  attack  of  acute  rheu- 
matism in  children.  In  Holt's  "  Diseases  of  Infancy "  it  is 
said  that  95%  of  cases  of  infantile  paralysis  develop  before  the 
fifth  year.  Now,  it  is  before  this  age  that  so  many  writers 
say  rheumatism  is  almost  unknown,  but  it  is  also  in  the  very 
young  that  the  characteristic  symptom  of  acute  rheumatism  is 
absent,  or  almost  so.  The  cause  of  infantile  paralysis  is  not 
known.  Is  it  not  possible  that  it  might  be  due  to  the  rheu- 
matic state  ?  Gowers  considers  that  infantile  paralysis  is  due 
to  "a  blood  state."  Drs  Goodhart  (22)  and  Carmichael  (23) 
express  the  same  opinion. 

All  the  authorities  quoted  in  this  article  take  note  of  the 
comparative  absence  of  the  sour-smelling  perspiration  constantly 
present  in  adult  patients.  Henoch  notes  that  the  sweating  in 
children  only  appears  after  the  administration  of  the  Salicylates. 
In  the  case  described  above,  the  sweating  and  sour  smell  first 
appeared  after  the  Salicylates  had  been  given.  Is  it  not  pos- 
sible that  the  intense  acidity  present  in  acute  rheumatism  may 
set  up  inflammation  sufficient  to  cause  the  lesions  which  are 
found  in  the  spinal  cord  in  infantile  paralysis?  The  possi- 
bility at  least  seems  sufiicient  to  warrant  further  research  with 
r^ard  to  the  subject. 
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ON  THE  AMBULANT  TREATMENT 
OF  FRACTURES  OF  THE  LOWER  LIMB 

By  CHARLES  W.  CATHCART,  F.R.C.S., 
Senior  Assistant  Surgeon  Royal  Infirmary,  Edinburgh 

It  is  not  many  years  since  the  late  Professor  Spence  used  to 
speak  of  Plaster  of  Paris  bandages  when  applied  for  fractures 
of  the  ieg  as  "whited  sepulchres."  At  that  time  they  were 
only  employed  while  the  patients  were  in  bed,  and  they  were 
not  put  on  till  after  the  swelling  had  subsided.  Now,  however, 
similar  bandages  are  applied  by  many  eminent  surgeons  as 
soon  after  the  fracture  as  possible,  and  the  patients  are  able  to 
use  the  affected  limb  for  walking  purposes  as  soon  as  the 
plaster  is  set.  The  expression  "  ambulant "  does  not  exactly 
indicate  the  sense  in  which  the  "walking  about"  treatment  of 
fractures  is  intended  to  be  taken.  It  does  not  merely  mean 
that  the  patients  are  to  walk  about  while  the  treatment  of  the 
fracture  is  going  on.  This  would  be  true  of  almost  all  frac- 
tures of  the  upper  extremity  or  of  those  of  the  lower  limb  if 
the  patient  were  using  crutches,  but  it  means  that  the  broken 
limb  is  itself  to  be  used  for  walking  upon  during  the  time  that 
the  union  is  taking  place^  The  mechanism  by  which  this  can 
be  accomplished  will  be  •  easily  understood,  especially  by  those 
who  know  the  principle  of  Thomas'  knee  splint  or  who  have 
studied  the  various  ways  in  which  an  artificial  limb  can.  be 
made  to  take  its  "  bearing  "at  some  part  of  the  limb  above  the 
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face  of  the  stump.  In  all  these  cases  the  weight  of  the  body  is 
transmitted  from  the  ground  past  the  tender  area  to  some 
point  above.  The  "  bearing  "  pointj  for  instance,  might  be  the 
enlarged  portions  of  the  tibia  and  fibula  below  the  knee,  the 
muscles  of  the  thigh  as  they  thicken  upwards  towards  the  hip, 
or  the  tuberosity  of  the  ischium  and  neighbouring  parts  of  the 
pelvis.  In  the  case  of  Thomas'  knee  splint  iron  is  used,  and 
in  artificial  limbs  the  material  is-  generally  wood.  In  either 
case  the  necessary  fitting  must  be"  carried  out  by  a  skilled 
workman.  The  great  advantage,  however,  of  Plaster  of  Paris 
is  that,  since  it  is  put  on  while  soft,  it  adapts  itself  perfectly  to 
the  part  on  which  it  is  to  have  a  "  bearing,"  and  yet,  after  it 
has  set,  it  is  strong  enough  to  transmit  the  body  weight,  and 
will  also  last  sufficiently  long  for  the  healing  of  the  fracture. 
It  is  at  the  same  time  very  cheap  and  requires  no  more  skill 
in  application  than  may  be  expected  from  any  member  of  the 
medical  profession. 

As  may  easily  be  understood  there  are  many  different 
ways  in  which  the  details  of  the  ambulant  treatment  may  be 
carried  out.  The  method  has  been  applied  to  fractures  of  the 
thigh  as  well  as  to  those  of  the  leg.  It  will  be  sufficient  for 
our  present  purpose  if  we  confine  ourselves  chiefly  to  a  com- 
paratively simple  case  with  which  any  one  might  begin,  and 
indicate  where  fuller  information  can  be  obtained  by  those  who 
may  wish  to  pursue  the  subject.  Let  us  take  then  the  case 
of  simple  fracture  of  one  or  both  bones  of  the  leg  in  the 
lower  two-thirds  without  any  very  marked  shortening.  Al- 
though many  would  apply  the  "  ambulant "  dressing  at  once, 
we  would  prefer  to  wait  until  the  swelling  had  subsided. 
Massage,  in  the  form  known  as  "effleurage,"  will  greatly 
hasten  this,  and  in  two  or  three  days  the  parts  will  be  ready 
for  the  permanent  splint.  During  the  interval  the  injured  limb 
must  of  course  be  steadied  with  a  **  box,"  "  Cline,"  "  Mackintyre," 
or  any  other  splint  which  the  surgeon  may  be  accustomed  to  use. 
When  the  limb  is  ready  the  surgeon  will  require — 
I.  Plaster  of  Paris  bandages.  The  best  material  for  these 
is  open  bleached  gauze,  such  as  is  in  constant  use  in  sui^ical 
wards  for  packing  cavities  or  for  making  artificial  sponges  with, 
etc  "Butter-cloth"  answers  very  well.  The  starched  gauze 
called  "crinoline,"  often  recommended,  is  not  nearly  so; good 
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ais  soft  white  absorbent  gauze,  and  a  closely  woven  bandage, 
whether  absorbent  or  not,  is  useless  for  plaster  bandages,  as 
anyone  will  find  who  tries  it  The  simplest  way  to  get  ready  a 
number  of  bandages  is  to  take  a  ^  piece  "  of  the  gauze  about 
three  yards  in  length  and  roll  it  up  evenly  on  a  table,  then  with 
a  sharp  knife  cut  it  into  sections  some  three  inches  and  some 
four  inches  in  breadth.  It  will  be  well  to  have  at  least  about 
eighteen  of  each  size  ready.  They  have  next  to  have  the 
Plaster  of  Paris  worked  into  them.  Take  a  quantity  of  freshly 
baked  Plaster  of  Paris  in  a  bowl ;  spread  a  newspaper  over  a 
flat  table  or  board  ;  now  lay  one  end  of  the  bandage  on  the 
table,  and  having  sprinkled  plaster  freely  over  it,  rub  it  in  with 
the  hand ;  roll  up  loosely  with  the  fingers  the  part  of  the 
bandage  thus  treated,  and  proceed  with  a  new  part  which  is  to 
be  in  turn  rolled  up.  Repeat  this  until  the  bandage  is  finished. 
Lay  it  carefully  aside  so  as  not  to  shake  out  the  plaster,  and 
proceed  in  a  like  manner  with  the  rest 

2.  A  pad  of  cotton  wool  i  ^  to  2  inches  in  thickness  to  fit 
under  the  sole  of  the  foot  This  pad  is  the  special  feature  of 
the  method.  When  the  patient's  weight  is  put  upon  the  splint 
this  pad  becomes  compressed,  and  the  pressure  thus  prevented 
from  reaching  the  sole  of  the  foot  is  carried  up  the  sides  of  the 
splint  to  the  "bearing"  point  above  the  seat  of  fracture.  In 
other  words,  the  patient  walks  on  the  "  bearing  "  point 

3.  Flannel  or  domet  bandages,  some  spare  cotton  wool  and 
gauze. 

Two  assistants  are  required  in  order  to  hold  the  leg  in 
position.  Some  think  that  the  foot  should  be  steadied  with 
the  fingers  of  the  assistant,  some  prefer  to  apply  pieces  of 
gauze,  one  to  lift  the  heel,  one  to  produce  extension.  These 
are  afterwards  included  in  the  bandage.  The  sui^eon  begins 
by  fixing  the  pad  of  cotton  wool  to  the  foot  with  a  domet 
bandage  ;  in  so  doing  he  may  with  advantage  fill  up  the  hollow 
below  the  malleoli  with  cotton  wool  so  that  the  plaster  bandage 
cannot  carry  the  malleoli  upwards  when  the  patient  is  walking. 
The  domet  bandage  is  then  carried  evenly  up  the  limb  and 
extends  a  little  beyond  where  the  Plaster  of  Paris  is  expected 
to  come.  This  bandage  is  to  act  as  padding  ;  some  apply  the 
Plaster  of  Paris  next  the  skin,  and  some  put  on  a  thin  layer  of 
wool ;    the  flannel  or  domet  bandage,  however,  seems*  to  us 
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preferable  to  either  of  these  methods.  When  the  limb  has 
thus  been  prepared  for  the  Plaster  of  Paris  bandages  they  are 
placed  in  a  pail  of  water,  one  or  two  at  a  time.  Each  must 
be  laid  vertically,  i>.,  with  one  end  of  the  roll  at  the  bottom 
and  the  other  towards  the  surface  to  allow  the  air  bells  to 
escape  as  the  water  sinks  in.  As  it  is  taken  out,  the  bandage 
is  gently  pressed  to  get  rid  of  the  superfluous  water,  and  it  is 
then  ready  to  be  applied  to  the  limb  which  is  now  being  held 
in  position  for  the  purpoJse.  Experience  has  shown  that  the 
.plaster  case  is  especially  apt  to  give  way  on  the  sole  and  at  the 
ankle,  and  at  these  places  an  extra  number  of  turns  must  be 
put  on.  The  sole  is  thickened  by  bringing  the  bandage  many 
times  backwards  and  forwards  from  the  toes  to  the  heel  with 
occasional  turns  round  the  foot  to  keep  these  in  position. 
When  this  part  has  been  well  begun  the  bandages  should  be 
carried  up  the  leg,  taking  care  to  avoid  creases  and  wrinkles  in 
the  deeper  parts  and  especially  just  below  the  knee  where  the 
weight  is  to  be  borne.  As  the  knee  is  to  be  left  free  to  bend, 
the  bandage  must  either  stop  short  of  the  back  of  the  knee  or, 
if  carried  up  there  at  first,  it  must  be  afterwards  cut  away 
behind ;  the  first  method  is  easier  and  is  quite  as  efficient  as 
the  second,  although  some  prefer  the  latter.  The  bandages  are 
then  laid  on  layer  after  layer  until  it  is  about  nine  ply  thick  all 
over,  and  about  twelve  or  fifteen  at  the  ankle  and  on  the  sole. 
The  splint  must  be  as  tough  and  light  as  possible,  therefore  the 
various  layers  should  be  rubbed  in  upon  one  another,  but  no 
extra  plaster  should  be  added  beyond  what  is  incorporated  in 
the  fibre  of  the  gauze,  />.,  no  masses  or  lumps  of  plaster 
between  the  layers.  When  the  required  thickness  has  been 
reached  the  surgeon  should  see  that  everything  fits  nicely  about 
the  knee ;  there  ishould  especially  be  no  pressure  on  the 
popliteal  space,  and  the  colour  of  the  toes  should  be  looked  to. 
If  necessary  the  bandage  can  be  pulled  outwards  from  the 
popliteal  space  and  pressed  in  to  fit  the  bones  exactly,  while  it 
is  3till  soft  In  about  ten  minutes  the  plaster  will  have  set, 
but  it  is  much  better  not  to  put  any  strain  upon  it  until  it  is 
quite  dry.  It  is.  therefore  safer  to  keep  the  patient  in  bed  for 
twenty-four  hours,  leaving  the  splint  exposed  to  the  air  and 
hastening  the  drying  with  hot  water  bottles.  At  the  end  of 
thjs  time  the  pa:tient  gets  up  and  begins  to  walk,  using  his  leg, 
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now  encased  in  the  splint,  for  the  purpose.  At  first,  of  course, 
he  can  only  limp  and  needs  support,  but  before  long  he  can 
move  about  with  comparative  freedom.  A  cover  of  felt  or 
leather  should  be  made  to  protect  the  case  as  much  as  possible 
from  tear  and  wear.  The  Weight  of  the  appliance,  the  rigidity 
of  the  foot,  and  the  increased  length  of  the  limb  caused  by  the 
foot-pad,  all  taken  together  make  some  patients  despair  at  first 
of  being  able  to  walk  with  the  splint ;  but  in  a  few  days  they 
get  used  to  the  new  condition  of  things,  and  in  about  a  week 
they  can  move  about  with  surprising  activity  and  freedom. 
The  splint  is  allowed  to  remain  on  until  the  fracture  has  had 
time  to  consolidate.  When  it  is  removed  the  condition  of  the 
limb  is  carefully  examined,  and  if  union  has  taken  place  the 
patient  is  encouraged  to  use  the  leg  more  and  more. 

The  results  obtained  by  this  method  have  been  most 
satisfactory,  and  perhaps  one  of  the  best  proofs  of  this  may 
be  found  in  the  fact  that  it  has  been  largely  used  in  America. 
Patients  there  are  much  more  ready  to  sue  their  doctors  for 
mal-praxis  than  they  are  in  Europe,  therefore,  if  the  method 
has  stood  the  test  of  experience  in  America,  which  it  has  done, 
we  may  have  no  hesitation  in  accepting  it. 

The  merits  claimed  for  the  ambulant  treatment  of  fractures 
are  that  the  bones  unite  more  rapidly  than  when  the  patients 
are  treated  in  bed,  and  that  the  stiffness  of  the  ankle  and  want 
of  tone  of  the  muscles  of  the  leg  after  the  splint  has  been 
removed  are  distinctly  less  than  by  the  older  methods.  This 
is  believed  to  be  due  to  the  improved  circulation  of  the  limb 
which  the  ambulant  treatment  encourages,  and  perhaps  also  to 
a  certain  amount  of  play  of  the  muscles  which,  although  not 
sufficient  to  lead  to  non-union,  maintains  the  nutrition  of  the 
parts  and  prevents  adhesions.  In  addition  to  these  local 
advantages,  the  patient's  general  health  is  improved  by  being 
able  to  move  about  Old  people  and  those  who  have  been  in 
the  habit  of  taking  considerable  quantities  of  alcohol  are  thus 
especially  benefited,  while  all  prefer  the  comparative  freedom 
permitted  by  the  ambulant  treatment  to  the  close  confinement 
to  bed  which  would  otherwise  be  necessary.  Business  men 
can  go  to  their  offices,  and  professional  men  can  do  a  great 
deal  more  of  their  work  than  would  have  been  possible  had 
they  been  kept  constantly  in  bed.     In  hospital  practice  the 
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patients  can  leave  the  ward  five  or  six  weeks  sooner  than 
they  could  by  the  old  method,  and  thus  room  is  made  for 
others  who  may  be  waiting  to  come  in. 

What  has  been  said  refers  to  simple  fracture.  Compound 
fractures  are  treated,  by  most  advocates  of  this  method,  in 
bed  until  the  wound  has  closed  and  the  risks  of  spreading 
sepsis  have  passed  away. 

Although  we  have  confined  our  attention  to  fractures  of 
the  leg  without  much  shortening,  those  in  which  a  shortening 
has  occurred  can  also  be  dealt  with  by  this  method.  The 
procedures  necessary  for  these  cases  as  well  as  for  those  of 
fracture  of  the  thigh  are  fully  explained  in  a  pamphlet  by 
DoUinger  (i),  where  there  is  also  a  full  reference  to  the 
extensive  German  literature  on  the  subject.  Those  who  wish 
for  further  particulars  in  English  will  find  what  they  want 
in  the  "  Annals  of  Surgery  "  (2). 
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Edinburgh  Obstetrical  Society 

The  seventh  ordinary  meeting  was  held  on  the  14th  inst.  Dr 
Halliday  Croom  in  the  chair.  Before  proceeding  to  the  ordinary 
business  the  president  made  a  touching  reference  to  the  deaths 
of  Dr  Moir — the  father  of  the  Society — Mr  Lawson  Tait  and 
Dr  Coghill.  Amongst  other  specimens  shown  were  a  large 
vesical  calculus — a  rare  condition  in  the  female — by  the  presi- 
dent ;  bones  from  a  case  of  extra-uterine  gestation  by  Professor 
Simpson  ;  an  intra-uterine  fibroid  removed  by  morcellement  by 
Dr  Keppie  Paterson ;  a  double  monster,  a  dermoid  with  firm 
adhesions  to  the  bladder,  and  a  myxosarcoma  which  was 
evidently  the  result  of  malignant  changes  in  a  pre-existing 
fibroid  and  which  showed  calcareous  degeneration,  by  Dr  Haul- 
tain.  He  also  showed  an  ovarian  tumour  removed  soon  after 
parturition  ;  before  closing  the  abdomen  the  peritoneal  cavity 
was  filled  with  boroglyceride  solution  ;  no  thirst  was  felt  after 
the  operation  and  the  patient  continued  to  suckle  her  child.    Dr 
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Foulis  gave  an  interesting  demonstration  on  specimens  illustrat- 
ing the  connection  between  the  Wolffian  Duct  and  the  Testicle 
in  the  embryo.  He  said  he  was  now  able  by  a  simple  dissection 
to  trace  the  duct  in  every  case  to  a  small  opening  in  the 
posterior  aspect  of  the  capsule  of  the  testicle.  This  opening  was 
beautifully  shown  by  removing  the  testicular  substance  from  the 
capsule.  A  further  important  observation  gave  an  easy  and 
effectual  method  of  distinguishing  between  testicle  and  ovary  at 
the  earliest  stages.  The  testicle,  he  says,  is  from  the  very  first 
surrounded  by  a  tight  capsule,  whereas  no  such  appearance 
is  seen  in  the  ovary.  The  embryos  used  were  those  of  the  red 
deer. 

Dr  Halliday  Croom  gave  a  communication  on  mistaken  sex 
in  adult  life  with  two  illustrative  cases  in  which  the  compli- 
cations arising  from  the  mistake  must  have  been  of  an  embar- 
rassing nature.  He  alluded  to  the  heavy  responsibility  resting 
upon  medical  men  in  regard  to  such  cases. 

Dr  Jardine  gave  a  communication  on  The  Treatment  of 
Eclampsia  by  saline  injections  with  notes  of  twelve  cases.  With- 
out entering  into  the  various  theories  as  to  the  causation  of 
eclampsia  he  took  it  as  granted  by  the  majority  that  the  fits 
result  from  a  toxaemia  of  a  urinary  nature ;  or,  in  other  words, 
from  the  retention  in  the  blood  of  toxic  substances  which  should 
have  been  excreted  by  the  kidneys.  The  presence  of  the  albumen 
in  the  urine  merely  indicates  that  the  kidneys  are  sadly  out  of 
gear.  Upon  this  supposition  is  based  the  line  of  treatment 
followed  by  Dr  Jardine. 

For  the  elimination  of  toxic  substances  circulating  through 
the  system  there  are  three  main  channels — the  bowels,  the  skin 
and  the  kidneys.  All  these  are  useful,  but  the  most  useful  will 
be  that  belonging  to  the  system  chiefly  involved — in  this  case 
the  urinary.  The  other  channels  must  not,  however,  be 
neglected  ;  the  value  of  puliation  and  diaphoresis  in  eclampsia 
have  long  been  recognised.  These  may  be  brought  about 
by  means  of  croton  oil  (a  very  uncertain  drug  in  such  cases), 
enemata,  etc.,  and  a  hot  pack  or  bath.  To  get  the  kidneys 
to  act  is  a  more  difficult  matter.  The  patient  very  often  cannot 
swallow;  and  if  she  can,  diuretics  by  the  mouth  are  slow  in 
action,  and  time  is  of  the  utmost  importance.  It  is  with  the 
idea  of  getting  the  kidneys  to  act  freely  and  as  quickly  as 
possible  that  Dr  Jardine  has  adopted  the  method  of  giving 
large  saline  injections  into  the  subcutaneous  tissues  of  the  body. 
The  solution  used  at  first  consisted  of  i  part  of  bicarbonate  of 
potash  to  3  parts  of  common  salt — i  dram  to  the  pint  of  sterilized 
water  at  lOO*  F.  The  potash  was  added  on  account  of  its 
powerful  diuretic  action,  and  on  no  occasion  caused  symptoms  of 
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poisoning.  In  the  later  cases  the  strength  was  increased  to 
equal  parts  of  the  two  salts.  The  injection  may  be  made  into 
any  part  of  the  body  where  the  tissues  are  loose.  Below  the 
breast  is  a  convenient  place  before  delivery,  and  the  lax  ab- 
dominal wall  after.  A  pint  may  be  run  in  in  four  minutes ; 
absorption  begins  immediately,  and  it  will  all  have  disappeared 
in  fifteen  to  twenty  minutes.  The  pain  caused  is  not  great,  and 
there  is  little  danger  of  after  trouble  at  the  seat  of  puncture. 
Dr  Jardine  then  gave  a  detailed  account  of  the  treatment  of 
twelve  cases.  Four  of  these  ended  fatally,  but  were  regarded  as 
practically  hopeless  when  admitted  into  hospital.  The  general 
results  showed  that  the  injection  had  a  rapid  and  marked  diuretic 
action.  Analysis  of  the  urine  pointed  to  a  largely  increased 
excretion  of  urea  and  uric  acid.  A  marked  reduction  in  the 
tension  and  frequency  of  the  pulse  was  recorded  in  several  of  the 
cases  soon  after  its  administration.  As  regards  means  of  con- 
trolling the  fits  Dr  Jardine  prefers  chloral  and  bromide,  chloro- 
form or  veratrum  viride;  the  last  has  been  disappointing  when 
used  atone,  but  combined  with  the  saline  injections  has  given 
good  results.  Morphia,  he  believes,  has  an  injurious  effect  on 
the  kidneys,  and  to  its  employment  he  ascribes  one  of  the  deaths 
in  his  series. 

The  paper  gave  rise  to  a  considerable  amount  of  discussion. 
Dr  Milne  Murray  objected  to  the  term  "  Urinary  Toxaemia,'*  as 
some  cases  where  the  urine  was  fairly  normal  were  probably  due 
to  poisons  produced  by  faulty  metabolism.  Dr  Haultain  did 
not  find  sufficient  evidence  in  the  cases  recorded  to  show  that 
the  treatment  by  injection  had  reduced  the  normal  death  rate ; 
the  addition  of  the  potash  to  the  injection  should,  by  its  de- 
pressing action,  help  to  reduce  the  arterial  tension  ;  he  advocated 
bleeding  in  conjunction  with  the  injection.  Dr  M*Vie  pinned 
his  faith  to  long  continued  chloroforming,  having  on  one  occasion 
kept  a  patient  under  for  twenty-seven  hours. 


Edinburgh  Medico-Chinirgical  Society 

The  ninth  meeting  of  the  session  was  held  on  Wednesday,  7th 
June,  Dr  William  Craig,  vice-president,  in  the  chair. 

Mr  Shaw  M'Laren  showed  a  patient  after  disarticulation  at 
the  hip  for  injury,  and  Mr  Cathcart  showed  a  patient  after 
operation  for  perforated  vermiform  appendix  with  general 
peritonitis.  Mr  Caird  exhibited  a  young  man  with  both  con- 
genital and  acquired  syphilis ;  the  nose  was  characteristically 
sunken,  there  was  a  hard  sore  on  the  penis  and  a  secondary 
rash  was  present 
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Dr  Shennan  exhibited  (i)  a  microscopic  section  of  malignant 
pustule,  showing  anthrax  1>acilli ;  (2)  a  sarcoma  in  the  tip  of  the 
temporo-sphenoidal  lobe  which  had  given  rise  to  slight  hemi- 
plegia of  opposite  side,  though  there  was  no  lesion  of  the 
Rolandic  area ;  (3)  a  calcareous  deposit  in  the.epididymis  ;  (4)  ex- 
tensive infarcts  of  kidney;  (5)  large  tuberculous  nodule  in  the 
wall  of  the  heart ;  (6)  lungs  showing  diabetic  phthisis. 

Dr  Alexander  James  read  a  paper  "  On  a  case  of  Congenital 
Syphilitic  Osteitis,"  which  will  be  published  in  full  in  a  future 
number  of  the  Scottish  Medical  and  Surgical  Journal. 


Aberdeen  Medico-Cbinirgical  Society 

A  MEETING  of  this  Society  was  held  on  Thursday,  June  ist. 
Professor  Stephenson,  vice-president,  in  the  chair. 

Dr  W.  R.  Pirie  read  a  Note  on  a  case  of  Lactational 
Hypertrophy  and  showed  photographs.  The  patient  was  a 
young  married  primipara,  age  eighteen  years,  who  was  con- 
fined normally  at  full  term.  Her  breasts,  which  had  previously- 
been  small,  enlarged  considerably  during  her  term  of  pregnancy 
and  were  seen  to  be  remarkably  large  at  her  delivery,  con- 
trasting notably  with  the  general  slight  configuration  of 
the  patient.  The  recovery  from  confinement  was  gradual  and 
without  event,  but,  after  she  had  suckled  her  child  for  three 
to  four  weeks,  the  great  size  of  her  breasts  became  troublesome, 
The  right  mamma  (the  smaller  of  the  two)  measured  nine  inches 
from  base  to  nipple  and  twenty  inches  in  circumference.  Both 
breasts  contained  a  plentiful  supply  of  milk  and  the  infant 
appeared  well  nourished ;  the  mother,  however,  suffered  from 
weakness,  and  it  was  evident  that  suckling  was  causing  too 
great  a  strain  for  her  to  bear.  The  infant  was  at  once  weaned, 
the  breasts  partially  exhausted  and  glycerine  and  extract  of 
belladonna  applied  to  them,  while  potassium  iodide  was  given 
internally.  The  supply  of  milk  gradually  lessened  and  the 
left  breast  slowly  diminished  in  size.  A  large  abscess  formed 
in  the  right  breast,  which  complicated  matters  considerably 
for  a  time — it  was  evacuated  and  immediate  healing  followed. 
At  present  the  patient  is  in  her  usual  health  and  the  breasts 
are  considerably  less,  though  still  distinctly  latter  than  usual. 

Dr  Mamoch  read  notes  of  a  case  of  Tumour  of  the  Spermatic 
Cord  and  reviewed  the  literature  on  the  subject.  J.  G.  C.  was 
admitted  into  the  Aberdeen  Royal  Infirmary,  complaining  of 
a  swelling  in  his  left  groin.  It  had  been  noted  five  and  a  half 
years  previously,  but  its  growth  was  very  slow  until  a  couple 
of  months  previous  to  admission,  when  it  became  rapid  and 
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was  accompanied  by  much  pain.  The  tumour  was  found  lying 
in  the  inguinal  canal,  movable  in  all  directions  to  some  extent, 
unattended  by  impulse  on  coughing,  irreducible,  and  without 
Its  position  being  affected  by  the  erect  or  recumbent  posture. 
It  was  excised  and  found  attached  to  the  spermatic  cord  by 
its  upper  extremity.  Histologically,  it  was  found  to  be  com- 
posed mainly  of  fibrous  and  fatty  tissue,  but  at  one  part  there 
was  a  collection  of  round  cells  actively  proliferating. 
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Lawson  Tait,  F.R.C.S.Eng.,  F.R.C.S.Ed.,  M.D.  (Hon.) 

The  death  of  Lawson  Tait  has  deprived  Gynecology  of  a  most 
distinguished  follower.  Of  late  years  he  had  come  less  pro- 
minently before  the  profession  as  an  investigator,  a  result  due 
partly  to  ill  health  and  partly  to  other  causes  with  which  we 
are  not  personally  concerned.  That  his  health  had  seriously 
deteriorated  for  some  time  was  evident  to  all  who  saw  him,  and 
his  death  after  a  comparatively  short  illness  was  thus  not  a 
matter  of  surprise. 

Mr  Tait  was  bom  in  Edinburgh  in  1845,  and  was  thus  at 
his  death  a  comparatively  young  man.  He  received  his  general 
education  at  Heriot's  Hospital,  studied  medicine  at  Edinburgh 
University,  and  ultimately  became  a  Fellow  of  the  Royal  College 
of  Surgeons,  Edinburgh  and  London.  The  tradition  of  Tait  as 
a  student  here  is  not  that  of  the  able  plodder  who  carries  home 
annually  his  parchment  certificates  with  an  occasional  medal, 
but  rather  that  of  the  haunter  of  the  operating  and  post-mortem 
theatres,  or  wherever  practical  work  was  to  be  found.  He 
attached  himself  specially  to  some  of  the  brilliant  men  Edin- 
bui^h  had  then,  notably  to  Sir  James  Simpson.  He  was  also 
assistant  for  some  time  to  Sir  Henry  Littlejohn. 

After  assistant  work  at  Bathgate  with  the  late  Dr  Kirk  and 
elsewhere,  he  finally  settled  down  to  work  at  Birmingham,  and 
remained  there  till  a  short  time  ago,  when  he  made  his  head- 
quarters at  Llandudno. 

Had  Tait  been  an  ordinary  practitioner,  we  might  have  now 
recounted  the  usual  career  of  the  successful  provincial  surgeon, 
but  his  horizon  soon  widened,  until  in  the  latter  end  of  the 
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seventies,  at  anyrate  in  1880. and  onwards,  he  was  probably 
one  of  the  best  known  men  in  the  professional  world.  Prac- 
tically Tait  came  first  into  prominence  at  the  timeof  Battey's  work. 
Gynecology  has  long  suffered  from  the  superstition  that  some 
dominant  lesion  was  the  cause  of  gynecological  disease,  and 
most  grynecolc^ists  had,  and  some  still  have,  their  pet  pelvic 
organ,  which  they  suspect  as  being  at  the  bottom  of  most 
gynecological  mischief,  and  unfortunately  treat  on  this  theory. 
Battey  had  selected  the  ovary,  while  Tait  chose  the  tubes. 
Tait  afterwards  apparently  abandoned  this  theory,  although  for 
long  he  insisted  that  the  appendages  and  not  merely  the  ovary 
should  be  removed  in  certain  cases.  The  numerous  abdominal 
sections  Tait  now  had  the  opportunity  of  performing  revealed  to 
him  many  conditions  hitherto  unsuspected,  and  thus  abdominal 
surgery  profited  immensely  by  his  brilliant  operative  work  ; 
and  we  may,  therefore,  now  conveniently  consider  the  chief 
advances  in  this  line  for  which  Gynecology  is  indebted  to 
him. 

Tait's  most  brilliant  work  was  done  in  regard  to  tubal  dis- 
ease. Before  his  time  the  gynecologist  occupied  himself  in 
regard  to  pelvic  inflammatory  swellings  mainly  in  discussing 
with  more  or  less  inaccuracy  whether  they  were  pelvic  peritonitic 
or  cellulitic ;  the  possibility  of  their  being  tubal  never  dawned 
on  him.  How  could  it,  when  the  pathologist  gave  him  as  little 
information  on  this  subject  as  he  had  vouchsafed  the  surgeon 
on  appendicitis  ?  Doubtless  the  importance  of  tubal  disease 
was  greatly  exaggerated  and  that  of  peritonitis  and  cellulitis 
unduly  depreciated,  but  all  the  same  this  advance  was  great, 
and  to  Tait  mainly  the  credit  is  due. 

If  one  were  asked  to  pick  out  Tait's  finest  piece  of  work  on 
tubal  conditions,  it  would  undoubtedly  be  that  in  regard  to  the 
rupture  of  tubal  gestation  and  the  extraperitoneal  development 
of  this  form.  The  number  of  lives  saved  by  Tait's  boldness  in 
advocating  opening  the  abdomen  in  tubal  rupture  is  even  by 
this  time  enormous.  His  advocacy  of  Dezeimeris'  sub-peritoneo- 
pelvic  gestation  was  for  long  fruitless,  and  the  view  that  ab- 
dominal gestation  was  a  peritoneal  implantation  held  undis- 
puted sway.  Tait  was  often  accused  of  holding  views  for 
which  he  had  no  evidence,  but  for  the  orthodox  view  of 
abdominal  gestation  held  by  many  of  his  critics,  there  never 
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was  one  scrap  of  exact  evidence.  All  recent  work  goes  to 
swell  the  evidence  in  support  of  the  view  that  the  majority  of 
cases  of  extra-uterine  gestation  begin  as  tubal,  and  spread  vi& 
the  extra-peritoneal  route.  His  work  in  gall-bladder  and  liver 
sui^ery  and  in  peritonitis  is  well  known  and  needs  no  further 
comment  In  vaginal  and  perineal  surgery  Tait  did  not  par- 
ticularly shine,  although  his  perineal  operations  attracted  some 
attention. 

Probably  the  thing  that  struck  some  men  most  in  Tait's 
career  was  not  that  he  did  so  much,  but  that  he  did  not  do 
much  more.     Probably  this  was  owing  to  his  form  of  intellect. 
His  work  was  rather  of  the  search-light  order — a  flash  in  the 
darkness,  which  lit  up  and  made  clear  what  had  been  obscure, 
not  the  steady  persistent  investigation    of  Lister  or  Pasteur. 
The  average  gynaecologist  of  Tait's  time  needed  rousing,  how- 
ever, and  Tait's  dogmatism  and  insistence  effectually  did  this. 
He  was  essentially  a  man  of  war  and  enjoyed  jostling  and 
outraging   the    routine   gynecological    physician.      Tait's  dis- 
belief in  antisepsis  was  a  great  error  on  his  part,  and  resulted 
from  his  impatience  of  the  steady  weighing  of  facts.     Had  he 
been  convinced  of  the  importance  of  Lister's  great  advance  and 
steadied  himself  more  in  considering  other  advances  in  abdo- 
minal surgery,  for  instance  in  the  new  operative  methods  as  to 
fibroids,  and  the  advantages  of  the  Trendelenburg  posture  in 
many  cases,  and  so  on,  he  might  have  taken  a  still  higher 
position  than  he  did.     Even  with  these  limitations,  however, 
his  work  has  been  great,  and  by  his  death  Gynecology  has 
lost  a  great  investigator  and  a  most  unique  personality. 

D.  B.  H. 


John  Moir,  M.D.,  Edin.,  L.R.C.S.E.,  F.R.C.P.E, 

From  the  stormy  times  of  the  beginning  of  the  century,  when 
the  Napoleonic  war-cloud  hung  over  Europe,  through  the  years 
when  the  peace  of  general  exhaustion  brought  with  it  home 
troubles  of  the  social  order  only  less  terrible  than  foreign 
invasion,  into  the  days  that  witness  a  peace  conference  bom 
not  of  necessity,  but,  let  it  be  conceded,  of  international  good- 
will— this  was  the  life-span  of  Dr  John  Moir  of  52  Castle 
Street,  Edinburgh.      Seeing  the  light,  if  indeed    there    were 
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much  of  that  in  a  French  prison  in  1 808,  licensed  to  practise 
surgery  in  1827,  graduated  as  M.D.  in  1828,  made  a  Fellow 
of  the  College  of  Physicians  of  Edinburgh  in  1837,  and  of  the 
Royal  Society  of  Edinburgh  in  1865,  receiving  the  Honorary 
Fellowship  of  the  Obstetrical  Society  in  1892  after  having 
helped,  and  that  in  no  insignificant  manner,  to  found  the  same 
Society  in  1840,  acting  (in  1839-40)  as  interim  Professor  of 
Midwifery  in  the  University  of  Edinburgh  during  the  months 
which  elapsed  between  Hamilton's  death  and  the  appointment 
of  James  Young  Simpson  (a  unique  privilege  truly),  passing 
from  the  seen  and  temporal  into  the  unseen  and  eternal  \x\ 
1899 — these  are  some  of  the  milestones  in  his  life-journey. 
During  all  the  years,  ninety-one  being  the  full  tale  of  them, 
John  Moir  may  surely  be  said,  with  all  reverence,  to  have 
increased  in  favour  with  God  and  men.  How  many  there 
must  be,  friends,  colleagues,  assistants,  students,  patients,  who 
could  fill  in  the  years  of  at  least  the  latter  portion  of  the 
journey  with  memories  of  him,  with  recollections  of  his  devo- 
tion to  the  sick  under  his  care,  of  his  constant  friendship  ta 
those  willing  to  accept  it,  and  they  must  have  been  churlish 
who  could  have  refused  it,  and  of  his  truly  royal  and 
"  systematic  "  giving  to  those  in  need.  To  the  present  writer,, 
some  years  ago,  came  one  soliciting  help  for  missionary  enter- 
prise in  far  Armenia,  lamenting  also  that  his  very  good  friend, 
Dr  Moir,  "  now  doubtless  gathered  to  his  fathers,  for  he  was  an 
old  man  fifteen  years  ago,"  was  no  longer  here  to  welcome  him, 
rejoicing  and  almost  incredulous  when  told  that  the  same  Dr 
Moir  could  still  be  found  in  the  same  house  in  Castle  Street. 
"  He  was  a  day  and  a  night  in  constant  attendance  upon  my  wife 
when  our  first  baby  came ;  his  carriage  came  and  went  with 
messages,  but  he  stayed  on,  cheering,  helping,  comforting,"  says 
one  of  the  many  patients  with  whom  his  relation  was  ever  that 
of  the  friend-doctor.  Others  can  write  and  have  written  of  the 
part  he  played  in  the  Free  Church  movement ;  it  was  what 
those  who  knew  him  best  could  have  foretold.  The  world  is 
better  for  such  lives  as  that  of  John  Moir. 

J.  W.  B. 
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Robert  Moir,  M.D.,  F.RC.S.Ed,  St  Andrews 

Robert  Moir,  M.D.,  F.R.C.S.E.,  was  the  eldest  son  of  Dr 
D.  M.  Moir,  "  Delta,"  and  was  bom  in  Musselbui^h  on  the 
23rd  October  1831.  He  was  educated  first  at  the  Grammar 
School  there,  and  later  at  the  Edinburgh  Academy.  In  1852 
he  graduated  in  medicine  at  the  University  of  Edinbui^h, 
and  he  wrote  his  thesis  "  On  Diseases  and  Injuries  of  the 
Vertebrae." 

He  acted  as  Resident  Physician  under  Dr  HalHday  Douglas, 
and  as  Resident  Surgeon  with  Dr  Richard  Mackenzie  in  the 
Old  Infirmary.  He  went  to  Paris  and  studied  at  various 
cliniques,  and  then  to  India  at  the  end  of  1853,  where  he  was 
appointed  to  the  Hon.  East  India  Co.'s  Medical  Service  by 
Lord  Dalhousie.  After  a  few  months  spent  in  Calcutta  he  was 
sent  to  Dibrugarh  in  Assam,  where  he  did  both  military  and 
civil  duty  during  the  Mutiny.  His  health  broke  down,  and  he 
was  sent  home  on  sick  furlough  in  1858.  He  returned  to 
India  at  the  beginning  of  i860,  and  was  posted  to  Hauper  in 
the  North  West  Provinces.  He  was  civil  surgeon  afterwards 
at  Naini  Tal  and  at  Benares,  and  next  was  appointed  medical 
superintendent  of  the  large  central  jail  in  Agra.  This  led  to 
his  afterwards  being  selected  to  serve  on  a  Jail  Commission  for 
Bengal.  He  was  civil  surgeon  at  Simla,  and  from  there  he 
went  to  Calcutta  as  civil  surgeon  of  the  24th  Parganas.  He 
was  officiating  for  the  Professor  of  Midwifery  at  the  Calcutta 
Medical  College  at  the  time  he  came  home  in  1875,  and  he 
retired  from  the  service  at  the  end  of  his  furlough  in  1877 
while  still  a  Surgeon-Major. 

From  1875  he  has  practised  continuously  in  St  Andrews, 
succeeding  Dr  O.  H.  Bell,  and  has  been  very  closely  connected 
with  the  Cottage  Hospital  there.  He  died  on  the  7th  June 
1899,  and  was  buried  on  the  loth  in  the  Cathedral  burial 
ground. 

Of  a  kindly  and  retiring  disposition  Dr  Moir  will  long  be 
remembered  by  his  many  friends  both  as  a  medical  officer  who 
faithfully  performed  his  duty  for  twenty-three  years  in  India, 
and  as  a  practitioner  for  a  quarter  of  a  century  in  the  town  of 
St  Andrews,  where  he  was  beloved  by  rich  and  poor  alike. 

J.  C. 
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Anemia  and  some  of  the  Diseases  of  the  Blood-forming: 
Org:ans  and  Ductless  Glands.    By  Byrom  Bramwell, 

M.D.,  F.R.CP.Ed.,  F.R.S.Ed.,  Physician  to  the  Royal  Infir- 
mary, Edinburgh,  &c.  8vo,  pp.  450.  Edinburgh:  Oliver  & 
Boyd.     Price  12  s.  6d. 

The  conjunction  of  the  true  blood  diseases  with  such  condi- 
tions as  Addison's  disease,  myxoedema,  exophthalmic  goitre 
and  acromegaly  is  a  somewhat  artificial  one,  but  it  is  more  than 
justified  in  the  present  instance  by  the  fact  that  these  are  all 
diseases  in  the  study  and  elucidation  of  which  Dr  Bramwell 
has  long  taken  a  prominent  part  The  book  will  be  widely 
welcomed  as  the  expression  of  his  matured  opinion  and  experi- 
ence, and  its  value  is  all  the  greater  because  of  the  strong  per- 
sonal element  which  pervades  it.  One  may  treat  of  disease  in 
two  ways,  either  by  narrating  all  that  is  known  or  supposed 
about  it  by  all  those  who  have  studied  it,  or  by  describing  it  as 
it  has  occurred  in  one's  own  experience.  The  former  is  the 
easier  method,  but  Dr  Bramwell,  as  he  was  entitled  by  his  vast 
clinical  experience  to  do,  has  chosen  the  latter  way.  We  do 
not  mean  that  the  opinions  of  others  are  not  stated  nor  justly- 
dealt  with,  but  the  foundation  of  the  work  is  the  study  of  the 
cases  which  the  author  himself  has  met  with,  and  one  im- 
portant feature  of  the  book  is  the  collection  of  condensed 
clinical  and  pathological  histories  of  patients  suffering  from 
rare  diseases,  to  which  it  would  be  difficult  to  find  a  parallel 
anywhere. 

The  book  opens  with  a  scholarly  discussion  of  the  general 
question  of  anaemia.  Chlorosis  is  next  taken  up,  and  this 
chapter  contains  the  first  of  several  useful  tabular  statements  of 
cases.  Among  the  eighty  cases  noted  in  this  way  it  is 
interesting  to  find  that  the  corpuscular  colour-index  was  in 
every  instance  subnormal.  The  average,  '49,  is  practically 
identical  with  Cabot's  figure.  One  is  pleased  to  find,  too,  how 
strong  is  Dr  Bramwell's  preference  for  the  inorganic  iron  salts 
in  the  treatment  of  the  disease.  The  chapter  on  pernicious 
anaemia  is  worthy  of  the  physician  who  was  one  of  the  first  in 
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this  country  to  recognise  the  disease  after  its  rediscovery  by 
Biermer,  and  who  believes  as  strongly  as  ever  in  the  value  of 
arsenic  in  its  treatment.  Leucocythaemia  is  well  discussed,  and 
though  Dr  Bramwell  has  nothing  very  new  to  tell  us  about 
Hodgkin's  disease,  he  places  before  us  all  that  is  known  in  an 
able  and  judicial  manner.  He  fully  recogpiises  the  difficulty  of 
distinguishing  between  tubercular  glandular  enlai^ement  and 
Hodgkin's  disease,  and  has  great  hesitation  in  giving  a  diagnosis 
of  the  latter  condition  "  unless  the  spleen  is  distinctly  enlarged, 
or  unless  there  is  evidence  of  the  presence  of  lymphoid  deposits 
in  the  other  organs  and  tissues."  There  is  probably  nothing  in 
medicine  of  which  it  is  more  difficult  to  be  certain  than  of  the 
real  nature  of  this  puzzling  condition. 

In  the  treatment  of  Addison's  disease  Dr  Bramwell  has  had 
some  good  results  with  suprarenal  feeding,  but  points  out  that 
we  must  not  expect  to  have  the  same  brilliant  success  here  as 
in  the  treatment  of  myxoedema  by  thyroid  feeding,  because  in 
the  first  place  the  lesion  is  tubercular,  not  a  simple  cirrhotic 
atrophy  as  in  myxoedema,  and  in  the  second  place  some  of  the 
symptoms  are  due,  not  to  suppression  of  the  function  of  the 
suprarenal  gland,  but  to  the  associated  secondary  lesions  which 
are  produced  in  the  abdominal  sympathetic.  The  article  on 
myxoedema  is  admirably  full,  especially  in  the  details  of  treat- 
ment, and  is  enriched  by  the  description  of  no  less  than  forty 
cases  which  the  author  has  had  under  his  own  observation. 
As  to  exophthalmic  goitre,  Dr  Bramwell  still  holds  the  opinion 
that  the  alteration  of  the  thyroid  gland  is  not  the  primary 
lesion,  but  that  this  is  to  be  sought  in  some  part  of  the  nervous 
system,  and  has  the  thyroid  enlargement  as  its  result.  There 
is  a  very  useful  table  in  this  section,  giving  the  relative  fre- 
quency of  the  more  important  symptoms  in  seventy-nine  cases. 
A  short  chapter  on  acromegaly,  with  the  account  of  three  cases, 
concludes  the  book. 

Enough  has  been  said  to  show  that  this  is  one  of  the  best 
pieces  of  work  for  which  the  profession  has  to  thank  Dr  Bram- 
well. It  has  involved  enormous  clinical  industry,  and  cannot 
fail  to  enhance  the  reputation  of  its  author. 
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A  Manual  of  Surgical  Treatment  By  W.  Watson  Cheyne, 
M.B.,  F.R.C.S.^F.R.S.,  Professor  of  Surgery  in  King's  College, 
London,  &c.,  &c.,  and  F.  F.  Burghard,  M.D.  and  M.S.  (Lond.), 
F.R.C.S.,  Teacher  of  Practical  Surgery  in  King's  College,  Lon- 
don, &c,  &c.  In  six  parts.  Part  I.  8vo,  pp.  285,  with  66 
illustrations.  London :  Longmans,  Green  &  Co.  1899.  Price 
I  OS.  6d. 

It  requires  no  inspired  prophet  to  predict  that  when  the 
history  of  the  nineteenth  century  comes  to  be  written,  one 
of  its  brightest  pages  will  be  that  which  records  the  progress 
of  practical  surgery.  There  is,  therefore,  a  peculiar  appropriate- 
ness in  the  appearance  of  such  a  work  as  that  before  us  during 
its  closing  months.  And  it  is  well  that  the  high-water  level  of 
nineteenth-century  surgery  should  be  marked  by  one  who  has 
played  a  not  unimportant  part  in  working  out  and  recording 
the  development  of  that  factor  to  which  it  owes  its  brilliance. 
To  complete  the  fitness  of  things,  Professor  Cheyne  and  his 
colleague,  Mr  Burghard,  have  dedicated  their  book  to  "  the 
founder  of  modem  surgery,  without  whose  work  much  of  it 
could  not  have  been  written." 

The  publication  of  this,  the  first  of  six  similar  volumes, 
marks  a  new  era  in  sui^ical  literature.  Of  the  making  of 
books  on  general  surgery,  surgical  bacteriology,  pathology 
and  diagnosis,  there  is  no  end  ;  but  that  most  essential  of 
all  subjects,  treatment,  has  hitherto  received  but  scant  atten- 
tion from  modem  surgical  authors.  This  may  be  due  in  part 
to  the  transitional  state  in  which  surgery  has  been  since  the 
revolution  of  1865, and  to  the  endless  and  unstable  "fashions" 
to  which  this  and  other  advances  in  our  knowledge  have  given 
rise.  It  has  been  impossible  to  predict  how  long  any  new 
method  of  treatment,  however  popular  and  successful  it  proved 
at  first  trial,  would  last,  and  writers  have  had  to  protect  them- 
selves by  dealing  in  vague  generalisations  and  guarded  opinions 
on  practical  points  in  treatment  It  will  probably  ever  be  so, 
and  to  wish  it  otherwise  might  be  to  desire  the  arrest  of  surgical 
progress,  but  we  are  none  the  less  grateful  for  the  solid  foothold 
we  find  in  the  work  now  under  review. 

We  can  well  imagine  the  difficulty  the  authors  have 
had  in  separating  the  grain  from  the  chaff  of  surgical  means. 
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and  congratulate  them  on  the  success  which  has  followed  their 
efforts.  They  have  alike  avoided  the  risk  of  overloading  their 
work  on  the  one  hand  with  multiplied  methods  and  trivial  de- 
tails, and  on  the  other  of  infusing  into  it  an  air  of  dogmatism 
and  infallibility.  Their  standpoint  is  defined  in  the  preface : 
"  We  have  tried  to  put  ourselves  in  the  place  of  those  who 
have  to  treat  a  given  case  for  the  first  time,  and  we  have 
endeavoured  to  supply  them  with  details  as  to  treatment 
from  the  commencement  to  the  termination  of  the  illness. 
.  .  .  Only  those  plans  are  described  which  our  experience 
has  led  us  to  believe  are  the  best,  but  with  regard  to  these 
we  have  endeavoured  to  state  exactly  and  in  detail  what  we 
ourselves  should  do  under  given  circumstances."  It  would  be 
idle  to  hope  that  the  judgment  of  the  authors  will  meet  with 
universal  approbation,  and  there  are  points  on  which  our  own 
experience  seems  to  differ  from  theirs ;  at  the  same  time  it  is 
doubtful  if  they  could  have  adopted  a  safer  basis  for  their 
work. 

The  present  volume  deals  with  the  treatment  of  general 
surgical  diseases,  including  inflammation,  suppuration,  ulcera- 
tion, gangrene,  wounds  and  their  complications,  infective 
diseases  and  tumours.  An  addition  chapter  on  the  adminis- 
tration of  anaesthetics  is  contributed  by  Dr  J.  F.  W.  Silk,  and 
here  we  may  at  once  say  that  it  forms  one  of  the  fairest  and 
most  judicial  resumes  of  the  subject  we  have  yet  read.  There 
is  no  special  pleading  for  one  particular  anaesthetic  or  method 
of  administration,  but  the  writer  states  clearly  the  indications 
for  selecting  one  or  other  of  those  at  our  disposal  in  particular 
cases.  It  is  perhaps  true  that  the  cloven-hoof  of  specialism 
here  and  there  appears,  and  the  chapter  is  too  directly 
addressed  to  the  "^nsesthetist"  as  distinguished  from  the 
general  practitioner  ;  but  after  all  this  is  only  a  sign  of  the  times, 
albeit  an  unfortunate  if  not  dangerous  one  While  we  agree 
with  Dr  Silk  in  deprecating  the  importance  or  even  the  advisa- 
bility of  ostentatiously  auscultating  a  patient  on  the  operating 
table,  and  in  his  qualified  appreciation  of  the  value  of  local 
anaesthesia  in  operations  for  goitre  and  similar  conditions,  our 
experience  does  not  warrant  us  in  joining  in  his  condemnation 
of  methylated  chloroform  as  a  safe  anaesthetic,  or  of  the  hypo- 
dermic injection  of  ether  in  chloroform  syncope.     Whether  or 
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not  the  latter  practice  be  illogical  it  undoubtedly  does  good, 
and  we  are  inclined  to  continue  to  use  it  The  chapter  on 
inflammation,  like  all  the  others,  begins  with  a  brief  resum^  of 
the  leading  pathological  and  clinical  features  of  the  condition, 
just  sufficient  to  make  intelligible  and  lend  interest  to  the 
paragraphs  on  treatment  which  follow,  and  it  contains  many 
valuable  practical  hints.  That  on  suppuration  naturally 
reflects  the  authors'  antiseptic  methods,  and  we  note  with 
interest  that  they  still  employ  corrosive  sublimate  lotion  in 
preference  to  the  biniodide  which  so  many  surgeons  have 
adopted,  and  that  salicylic  wool,  despite  its  disadvantages, 
still  finds  a  prominent  place  in  their  armamentarium.  We 
would  specially  commend  to  the  reader  their  remarks  on 
drainage,  the  value  of  constant  capillary  irrigation  in  prefer- 
ence to  the  bath,  and  the  dangers  of  washing  out  abscess 
cavities.  The  treatment  of  ulcers  is  fully  described,  and  the 
paragraphs  on  Theirsch  grafting  are  specially  good.  We 
have  not  found  it  necessary  to  irrigate  during  the  cutting  of 
the  grafts,  and  we  think  it  does  away  with  the  advantage, 
which  the  writers  admit,  of  leaving  the  grafts  to  soak  in  their 
own  juices  until  they  are  placed  in  position.  No  mention 
is  made  of  the  value  of  peroxide  of  hydrogen  in  stopping 
the  bleeding  from  the  scraped  surface.  Surely  five  or  six 
months  is  a  very  long  time  to  prevent  a  patient  putting  his 
foot  to  the  ground  after  applying  Theirsch  grafts  to  an  ulcer 
on  the  leg. 

Gangrene  in  its  various  forms  is  dealt  with  on  the  usual 
lines. 

Wounds  and  their  complications  form  the  subject  of  a 
most  interesting  chapter,  in  which  modem  antiseptic  measures, 
as  practised  by  the  authors,  are  fully  and  clearly  detailed.  We 
would,  however,  join  issue  with  them  in  their  depreciation  of 
"  aseptic  "  procedure  in  wounds  made  through  unbroken  skin. 
In  our  experience  it  is  simpler,  more  cleanly,  and  yields  even 
better  results  than  the  antiseptic  method.  It  is  true  that  it 
requires  some  preliminary  training  of  the  sui^eon  and  his 
assistants,  but  once  learned,  it  is  neither  "cumbrous"  nor 
**  troublesome,"  and  it  is  in  private  practice  that  we  have  found 
it  most  useful  and  successful. 

Space    prevents    us    referring    more    particularly   to   the 
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chapters  on  infective  diseases  of  wounds,  affections  of  cica- 
trices, venereal  diseases,  tuberculosis  and  tumours,  all  of 
which  maintain  the  high  degree  of  excellence  which  the 
others  manifest 

In  conclusion,  after  reading  this  work  from  cover  to  cover, 
we  may  say  that  if  the  operating  surgeon  who  keeps  himself 
abreast  of  modem  surgical  literature  may  not  find  much  that 
is  absolutely  new  in  it,  he  will  at  least  find  the  present-day 
views  on  all  important  subjects  admirably  focussed  and  clearly 
presented.  Often  he  will  find  his  own  impressions  on  certain 
points  confirmed,  or  it  may  be  contradicted,  by  the  experience 
of  others.  In  any  case  he,  in  common  with  the  general  prac- 
titioner, will  find  this  work  one  to  which  he  will  constantly 
refer,  and  from  which  he  will  seldom  be  sent  empty  away. 


Progressive  Medicine.  A  Quarterly  Digest  of  Advances,  Discoveries 
and  Improvements  in  the  Medical  and  Surgical  Sciences.  Edited 
by  HoBART  Amorv  Hare,  M.D.,  Professor  of  Therapeutics 
and  Materia  Medica  in  the  Jefferson  Medical  College  of  Phila- 
delphia, &c.,  &c  Vol,  I.  March  1899.  4to,  pp.  490,  with  3 
coloured  plates  and  28  illustrations.  London :  Henry  Kimp- 
ton.   1899.   Price  12s.  6d.  net.  per  volume.    ^2  tos.  per  annum. 

The  handsome  volume  before  us  is  yet  another  attempt  to 
collect,  digest  and  render  easily  assimilable,  the  enormous  mass 
of  more  or  less  ephemeral  medical  literature  which  is  constantly 
pouring  from  the  press. 

While  we  do  not  see  that  it  essentially  differs  from  most  of 
the  "  Annuals,"  "  Year-Books,"  and  similar  publications  already 
available,  we  recognise  that  in  its  sense  of  proportion,  and  in 
the  critical  attitude  adopted  by  the  contributors,  it  is  perhaps 
superior  to  many,  and  compares  favourably  with  all  known  to  us. 

With  the  exceptions  of  Dr  Wm.  Ewart  of  London  and  Dr 
Logan  Turner  of  Edinburgh,  the  staff  of  contributors  is  entirely 
made  up  of  American  and  Canadian  workers,  whose  names, 
although  not  household  words  on  this  side,  are  sufficiently  well 
known  to  guarantee  the  soundness  and  reliability  of  what 
appears  over  them. 

The  present  volume,  which  is  the  first  of  a  series,  opens 
With  a  valuable  resum6 — not  too  well  arranged,  we  must  con- 
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fess— of  the  modem  "  Surgery  of  the  Head,  Neck  and  Chest/' 
from  the  pen  of  Dr  J.  Chalmers  da  Costa,  The  present  day 
opinion  of  the  value  of  operations  on  the  sympathetic  for  the 
relief  of  exophthalmic  goitre  is  discussed  in  the  light  of  recent 
papers  by  Jonnesco,  Jaboulay,  and  others  who  have  worked  at 
this  subject  Among  other  subjects  of  special  interest  at  pre- 
sent which  are  reviewed  in  this  section,  are  the  surgery  of  the 
lungs,  the  heart,  the  brain,  and  the  radical  treatment  of  mam- 
mary cancer.  Some  valuable  recent  papers  on  tuberculosis  of 
the  parotid  gland  seem  to  have  escaped  the  notice  of  the  writer. 

The  "  Diseases  of  Children  "  are  dealt  with  by  Dr  Alex.  D. 
Blackadder,  in  a  very  well  arranged  and  comprehensive  article. 

Dr  Ludwig  Hektoen's  review  of  the  recent  work  done  in 
"  Pathology  "  and  bacteriology  is  one  of  the  most  useful  chap- 
ters in  the  work. 

"  Infectious  Diseases,  including  Croupous  Pneumonia  "  have 
received  most  thorough  treatment  at  the  hands  of  Dr  Wm. 
Sydney  Thayer.  As  might  be  expected,  malarial  fever,  typhoid, 
plague  and  diphtheria,  claim  a  large  share  of  attention.  It  is 
interesting  to  find  croupous  pneumonia  included  in  this  group, 
but  why  not  tuberculosis  ? 

Dr  Logan  Turner's  section  on  Laryngology  and  Rhinology 
is  short  but  complete.  It  contains  a  number  of  illustrations 
showing  the  variations  in  shape,  size,  and  disposition  of  the 
frontal  air  sinuses  from  his  own  important  paper  on  this 
subject. 

A  short  article  on  Otology,  by  Dr  R.  L.  Randolph,  contains 
much  that  is  interesting,  and  completes  the  present  volume. 

A  full  index  adds  greatly  to  the  value  of  this  excellent 
work. 


Albuminuria  and  Bright's  Disease.  By  Nestor  Tirand,  M.D., 
Professor  of  Materia  Medica  and  Therapeutics,  King's  CoU^e, 
London.  8vo,  pp.  362,  with  13  plates.  London:  Smith, 
Elder  &  Co.     1899.    Price  1 2s.  6d. 

Dr  Tirand  gives  us  an  excellent  account  of  Albuminuria  and 
Bright's  Disease  from  the  clinical  standpoint  pleasantly  written, 
well  printed  and  illustrated,  showing  wide  experience  as  a 
physician  and  some  knowledge  of  the  literature  of  the  subject. 
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The  opening  chapter  is  devoted  to  Albuminuria,  and  we  are 
glad  to  see  that  the  classification  of  renal  albuminuria  is  to  be 
regarded  as  convenient  merely  and  provisional,  for  it  appears  to 
be  neither  logical  nor  histological ;  the  section  is  indeed  too 
much  a  collection  of  the  different  conditions  under  which 
albuminuria  exists,  without  sufficient  importance  being  given  to 
slight  histological  changes  and  their  causal  relationship.  Again 
exception  must  be  taken  to  the  author's  classification  of  the 
forms  of  nephritis.  Undoubtedly  the  book  is  strongest  from 
the  clinical  side.  The  account  of  signs,  symptoms,  and  treat- 
ment is  excellent,  shows  considerable  descriptive  power  and 
wide  experience,  A  very  good  section  is  devoted  to  retinal 
changes  in  Bright's  disease,  the  plates  being  especially  lifelike^ 
the  natural  tint  of  the  ophthalmoscopic  appearance  being  hit  to 
a  nicety.  The  volume  closes  with  two  good  chapters  on  the 
general  diagnosis  and  general  prognosis  of  albuminuria.  The 
monograph  should  prove  useful  to  many  practitioners. 


Elements  of  Alkaloidal  iGtiology  or  Auto-Intoxication  ia 

Disease.      By   A.    M.    Brown,   M.D.      Post  8vo,   pp.   86. 
London :   Henry  Kimpton.     1899.     Price  2s.  6d.  net. 

The  author  intends  this  merely  as  an  introduction  to  the  study 
of  auto-intoxication  in  disease  and  as  a  summary  of  the  con- 
tents of  his  larger  work  on  the  "  Animal  Alkaloids  in  relation 
to  Scientific  Medicine."  Dr  Brown  would  fain  have  us  leave 
the  over-cultivated  ground  of  bacteriology  and  devote  a  greater 
attention  to  the  important  chemical  functions  which  all  the 
animal  tissues  perform,  />.,  the  incessant  elaboration  of  alka- 
loidal products  formed  at  the  expense  of  proteid  material. 
The  products  of  tissue  elaboration  are  the  leucomains,  and 
these  he  would  have  us  believe  are  the  prime  causes  of  most 
diseases  when  they  are  not  sufficiently  excreted.  The  author 
thinks  that  the  speculative  gropings  of  pangermists  in  general 
may  have  added  some  brilliant  pages  to  the  romance  of 
medicine,  but  very  little  to  our  knowledge  of  disease  and 
still  less  to  its  alleviation  or  cure.  We  may  feel  perfectly 
assured,  he  says,  that  when  the  prevailing  bacterial  mania 
subsides  it  will  be  found  to  have  been  much  less  revolu- 
tionary  than  is  generally  supposed.  Dr  Brown  states  that 
the  various  secretions  and  excretions  of  patients  suffering 
from  different  diseases  contain  substances  closely  resembling: 
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the  alkaloids  formed  in  putrefaction.     Interesting  summaries 
of  the  works  of  Gautier  and  Bouchard  are  given. 

From  a  consideration  of  the  work  done  in  this  subject  we 
have  a  partial  return  to  humoralism,  which  is  still,  Dr  Brown 
affirms,  a  fundamental  principle  of  the  healing  art.  While 
hardly  agreeing  with  the  statement  that  the  phenomena  of 
disease,  even  to  the  most  essential  processes,  are  possible 
without  the  intervention  of  micro-organisms,  yet  the  whole 
subject  of  auto-intoxication  is  one  which  merits  much  more 
attention  from  the  profession  than  it  has  already  received, 
and  Dr  Brown  in  this  little  work  treats  of  it  clearly  and 
interestingly. 


The  Hjrsici^c  of  the  Mouth :  a  Guide  to  the  Prevention  and 
Control  of  Dental  Disease.    By  R.    Denison   Pedley, 

F.R.C.S.Ed.  and  L.D.S.Eng.  Ix)ndon:  J.  P.  Segg  &  Co. 

This  is  a  well  written  and  comprehensive  epitome  of  nearly  all 
that  is  known  regarding  what  is  called  "  Care  of  the  Teeth  " — 
organs  which,  at  the  present  day,  seem  to  invite  and  attract 
more  attention  than  any  others  in  the  whole  human  body.  It 
is  a  book  equally  well  fitted  for  perusal  by  doctor,  dentist  or 
patient,  and  by  any  of  them  there  will  be  discovered  in  its  pages 
much  that  is  both  interesting  and  calculated  to  be  of  consider- 
able practical  service.  A  number  of  cases  are  detailed  as  shew- 
ing the  possibility  of  various  remote  effects — some  of  them  of  a 
serious  nature — being  due  to  dental  disorders  as  well  in  child- 
hood as  in  adult  life.  The  illustrations  accompanying  the  text 
are  numerous  and  will  be  found  useful  as  its  exponents,  although 
in  some  instances  they  might  have  been  more  artistic.  The 
book  is  a  commendable  addition  to  the  already  large  stock  of 
works  in  dental  literature. 


The   Exploration   of  the   Urethra  and    Bladder.     By  M. 

TucHMANN,  M.R.C.S.Eng.,  M.D.  Wiirzburg,  formerly  Surgeon 
to  Out-Patients,  German  Hospital,  Dalston.  8vo,  56  pp.,  with 
26  illustrations.     London:  H.  K.  Lewis.     1899.     Price  5s. 

This  short  monograph  is  an  English  version  of  a  pamphlet 
which  the  author  published  in  German  twelve  years  ago.  He 
has  brought  it  up  to  date,  and  embodied  in  it  the  results  of  his 
extended  experience.  It  amounts  to  an  advocacy  of  a  particular 
method  of  investigating  the  quantity  and  quality  of  the  urine 
passing  from  a  given  ureter ;  which  method  consists  in  seizing 
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the  "ureteric  valve"  of  the  opposite  ureter  by  means  of  a 
specially  devised  instrument,  not  unlike  a  lithotrite,  and  so 
occluding  it,  while  the  urine  which  flows  from  the  open  ureter 
IS  collected  for  examination. 

The  rational^  and  technique  of  this  procedure  are  discussed 
with  full  anatomical  detail,  and  in  the  course  of  the  argument 
certain  interesting  and  not  unimportant  points  with  regard  to 
the  passage  of  urethral  instruments  are  brought  out.  It  is  un- 
doubtedly a  clever  bit  of  special  pleading,  but  we  doubt  if  it 
will  convince  the  supporters  of  other  measures  for  effecting  the 
same  object. 


Lord  Lister  and  Surgery.  By  Robert  Turner,  M.A.,  M.D., 
F.R.C.S.Edin.,  Liverpool  Post  8vo,  pp.  28.  London  : 
Henry  J.  Glaisher.     1899.     Price  is.  net. 

In  writing  this  little  brochure  the  author  has  evidently  been 
actuated  by  an  honest  and  sincere  desire  to  add  his  humble 
stone  to  the  great  cairn  which  is  being  raised  to  the  honour 
and  glory  of  Lord  Lister.  His  motive  we  admire;  his  per- 
formance we  regret  we  do  not  These  pages,  the  preface  tells 
us,  have  the  further  laudable  object  "of  providing  half  an  hour's 
pleasant  reading  for  the  general  practitioner."  We  can  well 
believe  that  "to  the  younger  men  they  probably  convey  little 
that  is  new,"  but  we  doubt  if  there  are  any  to  whom  "they 
provide  many  facts  which  they  may  have  forgotten."  Those 
facts  which  the  pamphlet  happens  to  contain  are  of  such  a 
kind  that,  once  known,  they  can  never  be  forgotten.  Even 
to  suggest  such  a  possibility  is  to  pay  but  a  poor  compli- 
ment to  the  illustrious  surgeon  whose  name  appears  in  the 
title. 


The  Hunterian  Oration  of  1899.  By  Sir  Wm.  MacCormac, 
Bart,  K.C.V.O.,  &c,  &c.  8vo,  pp.  59.  London :  Smith, 
Elder  &  Co.     Price  2s.  6d. 

The  profession  has  already  become  acquainted  with  Sir 
William  MacCormac's  Hunterian  Oration,  through  the  pages 
of  the  medical  journals,  yet  every  worshipper  of  the  great  sur- 
gical hero  of  whom  it  treats  will  give  it  hearty  welcome  in  its 
present  elegant  form.  Every  oration  is,  by  courtesy,  regarded 
as  beyond  criticism ;  the  one  before  us  is,  by  right,  beyond 
praise.     It  is  not  merely  oratory,  it  is  literature. 
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Golden  Rules  of  Suiigrical  Practice.  By  £.  Hurry  Fenwick, 
F.R.C.S.    32mo,  pp.  71.     Bristol:  S.  Wright  &  Co.    Price  is. 

Golden  Rules  of  Gjmaecology.     By  S.  Jervois  Aarons,  M.D. 

32mo,  pp.  63.     Bristol:  S.  Wright  &  Co.     Price  is. 

Golden  Rules  of  Obstetric  Practice.  By  W.  £.  Fothergill» 
M.A,  B.Sc.,  M.D.  32mo,  pp.  77,  Bristol:  J.  Wright  &  Co. 
Price  IS. 

The  above  volumes  are  intended  to  give  in  small  bulk  and 
aphorismic  form  the  chief  points  to  be  remembered  in  regard 
to  the  subjects  about  which  they  treat  To  those  who  are  at 
all  acquainted  with  these  subjects  we  should  suppose  such  books 
unnecessary,  while  to  those  who  are  ignorant  the  information 
gfiven  will  but  little  avail. 
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Clinical  Diagnosis  and  Bacteriology  of  Diphtheria. 

— Dr  Vuilleumier  gives  an  account  of  his  own  experiences  in  the 
hospital  at  Lausanne  in  the  treatment  of  diphtheria  and  of  its 
diagnosis  {Revue  MMicale  de  la  Suisse  Romande^  April  1899). 
The  paper  is  too  elaborate  to  summarise,  but  the  conclusions  he 
draws  are  as  follows  : — 

(i)  That  the  opinion  of  observers  regarding  the  nature  and 
the  value  of  the  different  signs  requisite  to  give  a  definite  diag- 
nosis of  diphtheria  vary  considerably ;  each  practitioner  must, 
for  the  present  at  least,  draw  up  a  plan  of  the  disease  according 
to  his  own  observations  and  experience,  A  classic  and  uniform 
description  does  not  yet  exist. 

(2)  The  nature  of  Loeffler's  bacillus  (long,  medium  or  short) 
appears  to  have  but  a  slight  influence  upon  the  development  or 
prognosis  of  the  disease. 

(3)  When  large  numbers  of  streptococci  are  present  along 
with  Loeffler's  bacilli  in  an  acute  attack,  the  injection  of  anti- 
diphtheretic  serum  has  a  less  rapid  and  less  marked  effect,  and 
the  temperature  generally  remains  high  for  some  time. 

(4)  The  clinical  diagnosis  of  diphtheria  has  in  practice  a  much 
greater  value  than  that  derived  from  bacteriologfical  examination, 
though  the  latter  ought  not  to  be  neglected. 

(5)  The  presence  of  Loeffler's  bacilli  alone  shown  by  bacteri- 
ological  examination  neither  justifies  nor  indicates  necessarily 
an  injection  of  serum. 
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(6)  On  the  contrary,  from  the  hygienic  and  prophylactic  point 
of  view,  every  sore  throat  containing  Loeffler's  bacilli  ought  to 
receive  careful  attention  with  special  reference  to  isolation. 

(7)  A  sore  throat  which  presents  most  of  these  clinical  signs 
which  are  mentioned  by  authors  as  being  peculiar  to  diphtheria, 
may  not  contain  any  of  the  bacilli  of  Loeffler  at  all. 


The  Bacillus  of  Influenza.— Drs  Reilly  and  Wyncoop 
have  been  investigating  the  causal  relation  of  the  influenza 
bacillus  to  the  disease,  and  details  of  their  work  appear  in  the 
Bulletin  of  the  Chicago  Bureau  of  Vital  Statistics  for  January 
1899  (summarised  in  the  Medical  Age  for  March  25th).  The 
questions  they  set  themselves  to  solve  were  : — (i)  Is  there  a  true 
influenza  caused  by  a  special  germ,  and  (2)  is  there  a  pseudo- 
influenza  also,  in  which  this  specific  organism  is  absent  ?  Dr 
Wyncoop's  investigations  have  shown  him  that  Pfeiffer's  bacillus 
is  easily  identified  in  the  patient's  sputum,  and  it  is  therefore 
not  necessafy  to  go  through  the  process  of  cultivating  it  in  the 
laboratory.  The  result  of  his  work  goes  to  prove  that  true 
influenza  is  widely  prevalent.  Many  cases  which  at  first  ap- 
peared to  be  cases  of  diphtheria  were  due  to  infection  from 
Pfeiffer's  bacillus,  and  the  subsequent  clinical  developments 
confirmed  the  microscopic  diagnosis  of  influenza.  Many  cases 
which  appeared  to  be  examples  of  simple  tonsillitis  or  laryngitis 
showed  the  presence  of  Pfeiffer's  bacilli  in  the  expectoration. 
He  also  states  that  many  physicians  have  observed  that  when 
influenza  was  present  in  a  house  the  eyes  of  those  members  of 
the  family  who  were  not  aff*ected  by  the  disease  became  sud- 
denly and  acutely  inflamed,  and  were  the  seat  of  copious, 
purulent  discharge.  Cultures  made  from  these  discharges 
showed  the  presence  of  large  numbers  of  influenza  organisms. 

Though  the  diagnosis  of  the  disease  can  easily  be  made  by 
microscopical  examination  alone,  yet  cultures  can  be  made  to 
verify  the  diagnosis  in  from  ten  to  fifteen  hours.  By  these  two 
methods  of  investigation  an  absolutely  reliable  diagnosis  can  be 
obtained. 


Formaldehyde  in  the  Treatment  of  Tubercular 

Laryngitis. — In  the  Journal  of  the  American  Medical  Associa- 
tion for  March  4th,  Professor  Gallaher  has  a  paper  on  the 
employment  of  formaldehyde  in  the  treatment  of  tubercular 
laryngitis.  Since  1896  he  has  employed  this  remedy,  and  be- 
lieves that  it  is  the  most  useful  agent  in  both  the  ulcerative  and 
infiltrative  types  that  he  has  used.  He  thoroughly  cocainises 
the  larynx  before  application,  and  begins  by  using  a  weak  solu- 
tion of  formaldehyde  of  from  \  to  i  per  cent,  and  then  gradually 
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increasing  the  strength  of  the  solution  to  lo  per  cent.  After  the 
application  of  formaldehyde  to  the  ulcerated  areas  he  insufflates 
aristol,  iodoform,  or  other  powders,  and  in  some  cases  menthol, 
20  to  60  grains  to  each  ounce  of  liquid  vaseline.  If  the  larynx 
has  been  thoroughly  cocainised,  the  pain  from  strong  solutions 
of  formaldehyde  is  very  slight  If,  however,  cocain  has  not  been 
well  applied,  the  pain  is  very  severe  for  several  minutes,  but  this 
passes  away  completely  within  ten  minutes.  These  applications 
are  made  twice  or  thrice  weekly.  Before  applying  formalde- 
hyde the  surfaces  must  be  cleaned.  This  is  best  done  by  using 
peroxide  of  hydrogen,  followed  by  an  alkaline  spray.  During 
the  intervals  of  application,  the  patients  spray  the  throat  with  a 
weak  solution  of  formaldehyde,  one  drop  to  each  ounce  of  water. 
Formaldehyde  is  analgesic  in  its  action,  and  consequently  does 
away  with  the  employment  of  cocain  frequently  in  cases  of 
dysphagia.  It  has  also  an  effect  on  tubercular  granulations, 
causing  them  often  to  shrivel  up,  and  therefore  the  best  results 
are  obtained  in  the  vegetative  or  ulcerative  types  of  the  disease. 
The  one  danger  in  connection  with  its  use  is  the  possibility  of 
its  producing  a  gangrene  of  the  parts.  This,  however,  the  author 
has  never  seen  in  his  practice. 


Syphilitic  Diabetes. — The  relation  between  syphih's  and 
diabetes  is  discussed  by  Comillon  in  the  Progr^s  Medical  of 
nth  March.  He  notes  that  this  relation  has  only  been  dis- 
cussed during  the  last  twenty-five  years.  Now  three  forms  of 
syphilitic  diabetes  are  described. 

(i)  The  nervous^  which  results  from  an  alteration  in  the 
nervous  centres.     This  is  the  form  most  often  seen. 

(2)  The  pancreatic^  which  may  arise  from  syphilitic  disease 
of  the  pancreas. 

(3)  TYi^ para-syphilitic^  because  it  occurs  in  those  who  have  pre- 
viously, either  themselves  or  hereditarily,  had  arthritic  troubles. 

Syphilitic  diabetes  is  a  disease  as  well  marked  as  is  gouty 
diabetes.  Its  symptoms  are  identical  with  those  of  ordinary 
diabetes,  but  its  progress  is  much  more  rapid.  Ordinary  diabetic 
treatment  has  no  effect  on  the  disease,  while  the  administration 
of  anti-syphilitic  remedies  rapidly  brings  about  a  return  to  the 
normal,  and  this  return  is  permanent  so  long  as  the  syphilis  is 
kept  in  check.  No  special  diet  or  regime  is  necessary,  nor  is  it 
advisable  to  give  arsenic  or  alkalies.  The  prognosis  in  such  cases 
is  good.  In  the  same  way  diabetes  insipidus  may  occur  during 
an  attack  of  syphilis,  and  in  fact  may  be  the  only  symptom  of 
the  specific  disease.  Diabetes  insipidus  only  manifests  itself  at 
a  very  advanced  stage  of  the  specific  affection,  and  coincides 
with  the  somewhat  severe  nervous  affections.    This  disease  runs 
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the  same  course  in  the  syphilitic  as  in  the  non-specific  subject, 
but  it  appears  to  resist  to  a  greater  degree  than  ordinary  syphil- 
itic sugary  diabetes  the  usual  anti-syphilitic  medication. 

Bronchiectasis  Treated  by  the  Creasote  Bath. — 

Dr  Herbert  Horrocks  describes  in  the  January  number  of.  the 
Australasian  Medical  Gazette  this  treatment  of  Bronchiectasis. 
It  was  first  devised  by  Dr  Arnold  Chaplin,  and  afterwards 
carried  out  by  the  author  at  the  Brompton  Hospital.  The 
results  of  such  treatment  were  very  satisfactory.  The  treatment 
consists  in  exposing  the  patient  in  a  room  into  which  the  fumes 
from  boiling  commercial  creasote  are  ascending.  In  this 
manner : — Into  a  small  room,  the  door,  windows,  &c.,  of  which 
are  carefully  closed,  an  enamelled  dish  containing  from  six  to  ten 
ounces  (according  to  the  size  of  the  room)  of  crude  commercial 
creasote,  standing  on  an  iron  tripod,  below  which  is  a  spirit 
lamp,  is  placed.  The  room  should  contain  only  one  or  two 
chairs,  and  the  floor  and  walls  should  be  of  concrete  or  other 
uninflammable  material,  as  the  creasote  often  catches  fire.  The 
patient  should  enter  the  room  as  soon  as  the  vapour  begins  to 
rise,  as  in  this  way  he  becomes  slowly  habituated  to  it,  and  can 
also  remain  longer  amongst  it.  Patients  remain  often  from 
thirty  to  forty-five  minutes  in  an  atmosphere  densely  filled  with 
creasote  fumes,  and  they  ought  to  be  encouraged  to  do  so  as  the 
benefits  which  result  are  more  marked.  There  is  a  great  vari- 
ation amongst  patients  as  regards  the  time  which  they  can  stand 
the  irritant  fumes;  the  most  favourable  results  occurring  amongst 
those  who  can  remain  fully  thirty  minutes  twice  daily  in  a  room 
-densely  filled  with  creasote  fumes.  The  amount  of  sputum 
is  at  first  increased,  then  diminished,  while  the  foetor  disappears ; 
the  general  health  improves  and  flesh  is  added.  No  doubt  the 
treatment  is  severe  and  unpleasant,  yet  obvious  relief  is  obtained 
from  it.  The  eyes  should  be  protected  by  a  pair  of  goggles  made 
from  two  watch  glasses  fixed  to  the  skin  by  means  of  adhesive 
plaster.  The  vapour  seems  to  act  in  three  ways :  (i)  Increasing 
the  bronchial  secretion  ;  (2)  Increasing  cough  directly  and  re- 
flexly;  (3)  Removing  foetor  by  destroying  putrefactive  organisms 
and  deodourising  the  sputum.  The  vapour  of  creasote  was  found 
to  be  far  more  efficacious  than  that  of  any  other  tarry  preparation. 


The  Germicidal  Properties  of  Blood  Serum. — Dr 

Warren  White  has  an  elaborate  paper  on  this  subject  in  The 
Boston  Medical  and  Surgical  Journal  of  23  rd  February.  The 
mode  of  experimenting  was  to  obtain  blood  by  cupping,  opening 
a  vein,  or  other  means,  and  after  allowing  the  blood  to  coagulate 
or  by  defibrination,  the  serum  was  obtained.     This  was  then 
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inoculated  with  the  bacteria  to  be  tested,  and  cultivations  from 
small  portions  of  the  serum  were  made  from  time  to  time.  The 
conclusions  which  he  arrives  at  are  briefly  as  follows : — 

1.  Human  blood    serum    differs    greatly  in   its  germicidal 

action  upon  various  kinds  of  bacteria. 

2.  The  experiments  indicate  that  normal  human  blood  serum 

is  not  actively  germicidal  for  the  staphylococcus  pyogenes 
aureus  or  the  streptococcus  pyogenes. 

3.  Human  blood  serum  does  not  lose  its  germicidal  power  for 

typhoid  and  colon  bacilli,  even  in  the  late  stages  of 
chronic  wasting  disease. 

4.  Human  blood  serum,  in  fatal  disease,  occasionally  loses 

part  of  its  germicidal  power  for  the  colon  bacillus  shortly 
before  death,  but  more  frequently  retains  the  germicidal 
power  for  this  bacillus  for  several  hours  after  death. 

5.  A  weakening  of  germicidal   power  of  the  blood   serum 

shortly  before  death,  undoubtedly  favours  an  agonal  in- 
vasion of  the  body  by  the  colon  bacillus. 


Tuberculosis  of  the  Breast.  —  By  A.  Carrel  Lyons 
{Gazette  des  Hdpitaux,  14th  January  1899).  The  writer  reviews 
the  literature  of  this  subject  on  a  basis  of  1 20  cases  which  he 
has  collected.  He  includes  only  cases  of  undoubted  primary 
tuberculosis  of  the  mammary  gland,  excluding  these  where  the  in- 
fection has  been  secondary  to  disease  of  ribs,  sternum,  pleura,  etc^ 

It  was  for  long  thought  that  this  disease  never  occurred  in  the 
breast,  but  Astley  Cooper,  and  Velpeau,  placed  the  fact  beyond 
doubt  by  recording  several  clinical  cases.  Later  observers  by 
histological  and  bacteriological  examinations,  and  by  inocula- 
tion experiments,  have  added  much  to  our  knowledge. 

Etiology, — The  tubercle  bacillus  in  all  probability  enters  the 
breast  in  the  same  way  as  it  does  other  organs  of  similar 
structure.  Sex  plays  an  important  rdle  as  a  predisposing  factor- 
In  only  one  authentic  case  did  the  disease  occur  in  a  male.  As 
might  be  expected  it  occurs  oftenest  in  women  during  the  periods 
of  functional  activity  of  the  gland — at  puberty,  during  menstrua- 
tion, pregnancy  and  lactation,  probably  because  of  the  increased, 
vascularity  of  the  organ  at  these  times.  Traumatism  appears  to 
determine  the  localisation  of  the  disease  in  many  cases;  and  irt 
many  others  an  hereditary  predisposition  seems  to  exist.  Not  a  few 
of  the  patients  exhibited  other  tubercular  lesions.  In  addition 
there  appears  to  be  other  causes  as  yet  not  fully  understood. 

As  a  rule  the  condition  is  unilateral,  but  it  has  been  met  with. 
affecting  both  breasts  simultaneously  and  also  consecutively. 

Pathological  Anatomy, — Tubercular  lesions  of  the  dissemin- 
ated  and  of  the  confluent  forms  occur,  with  perhaps  an  inter- 
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mediate  or  transitional  form.  The  disseminated  form  is  rare, 
and  is  characterised  by  multiple  nodules  separated  from  one 
another  by  more  or  less  healthy  tissue,  varying  in  size  from  that 
of  a  pea  to  an  almond,  some  being  firm,  others  soft  and  caseous, 
and  eventually  forming  multiple  abscesses.  Calcareous  trans- 
formation may  take  place,  or  on  the  other  hand,  the  abscesses 
may  run  together  and  establish  the  confluent  form,  in  which  a 
single  irregular  and  tortuous  abscess  cavity  is  produced,  having 
all  the  characters  of  a  tubercular  abscess.  It  may  reach  the 
surface,  and  form  one  or  several  sinuses  of  the  usual  tubercular 
type. 

Microscopically  the  various  phases  of  tubercle  formation, 
development  and  degeneration  may  be  studied. 

Although  the  tubercle  bacillus  is  found  in  great  numbers  in 
some  cases,  in  others  the  search  for  it  has  been  fruitless.  In- 
oculation, however,  is  almost  always  positive. 

Concomitant  lesions^  in  the  gland  itself,  in  its  lymphatics, 
or  in  distant  parts  such  as  bones,  joints,  or  lymphatic  glands, 
are  almost  always  present.  A  true  interstitial  mammitis  often 
coexists  in  the  breast  The  lymphatics  and  axillary  glands 
are  very  often  involved,  and  in  some  cases  appear  to  be  impli- 
cated before  anything  tangible  is  detected  in  the  breast.  Not 
unfrequently  phthisis  or  pleurisy  is  present. 

Mode  of  Infection, — Although  it  is  probably  not  a  common 
origin  it  appears  undoubted  that  in  certain  cases  infection  of 
the  breast  takes  place  from  the  lymphatic  glands  of  the  axilla. 
In  other  instances  lesions  of  the  skin  over  the  breast  e,g, — lupus, 
or  of  the  nipple  form  the  starting  point  for  lymphatic  infection. 
Infection  by  direct  continuity  from  a  tubercular  lesion  of  the 
skin,  or  the  subpleural  connective  tissue  may  occur.  In  a  great 
many  cases  the  blood-stream  seems  to  carry  in  the  organisms 
from  distant  sources. 

Cases  have  been  reported  where  infection  is  believed  to  have 
been  via  the  milk  ducts. 

Symptoms, — Clinically  the  disease  may  be  met  with  in  one 
of  three  stages: — (i)  during  the  form^ion  of  the  tubercles,  (2) 
during  caseation  and  abscess  formation,  or  (3)  after  sinuses 
have  formed. 

I.  During  the  formation  of  the  tubercles  the  disease  is 
seldom  recognised  even  by  the  patient  There  is  no  appreciable 
swelling  and  only  slight  prickling  or  tingling  pains.  Often  the 
first  sign  is  an  enlargement  of  the  axillary  glands,  which  may 
even  go  on  to  caseation  before  anything  appears  in  the  breast 
The  cervical,  subhyoid,  or  supra-clavicular  glands,  are  some- 
times also  enlarged.  In  some  cases  a  superficial  ulceration  of 
the  skin  and  subcutaneous  tissue  is  the  first  clinical  evidence, 
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and  this  is  often  in  the  region  of  the  nipple.  In  a  few  instances 
a  progressive  retraction  of  the  nipple  has  been  the  first  evidence 
of  the  disease. 

2.  In  the  second  period — that  of  abscess  formation — in  the 
disseminated  form,  numerous  small  hard  and  slightly  tender 
nodules  may  be  felt.  The  breast  as  a  whole  is  enlarged.  Soon 
these  nodules  run  together  and  the  symptoms  of  the  confluent 
variety  manifest  themselves.  In  the  upper  and  outer  segments, 
as  a  rule,  several  small  swellings  varying  in  size  from  a  hazel- 
nut to  a  walnut  are  palpable.  The  breast  is  ovoid,  irr^ularly 
enlarged,  and  nodular.  Small  outlying  nodules  may  be  felt. 
The  breast  is  movable  in  the  subjacent  structures,  and  at  first 
the  skin  is  free.  The  nipple  may  be  retracted.  The  axillar>' 
glands  are  almost  always  enlarged,  especially  the  pectoral  group 
of  glands.  These  soon  run  together,  caseate,  and  form  fistulous 
openings.  Pain,  as  a  rule,  is  not  a  prominent  symptom,  but  in 
some  cases  is  excessive.  If  the  mammary  condition  is  the  only 
tubercular  lesion  present,  the  general  health  may  be  little 
affected.  This  stage  of  the  disease  may  last  a  long  time,  and 
the  disease  may  undergo  spontaneous  cure  by  calcification. 
Usually,  however,  it  progresses  until  abscesses  form  and  sinuses 
open  to  the  surface 

3.  The  disseminated  form  may  result  in  multiple  fistulae,  but 
more  frequently  becomes  confluent,  and  only  one  or  two  openings 
form,  from  which  a  thin  yellow  purulent  fluid  escapes.  Such 
fistulae  are  very  persistent,  and  unless  treated  surgically  may 
go  on  discharging  till  the  patient's  strength  is  exhausted. 

Prognosis, — The  disease  tends  to  spread  and  involve  the 
whole  gland,  hence  the  local  prognosis  is  bad.  There  have  not 
been  a  sufficient  number  of  cases  observed  for  prolonged  periods 
to  determine  the  prognosis  as  to  life,  but  the  available  evidence 
points  to  its  being  of  a  grave  nature.  Data  are  also  awanting 
as  to  the  risk  to  an  infant  suckled  from  a  breast  the  seat  of 
tubercular  disease.  Meanwhile  it  is  prudent  to  prohibit  the 
patient  nUrsing  her  child. 

Diagnosis, — There  is  no  pathognomonic  sign  of  mammary 
tuberculosis  and  the  diagnosis  is  always  difficult,  especially  in 
the  absence  of  other  tubercular  conditions,  and  in  the  first  stage 
of  its  development  almost  impossible. 

When  it  is  once  established  the  disseminated  form  is  less 
easy  to  recognise  than  the  confluent,  unless  when  sinuses  exist. 
It  has  to  be  differentiated  from  cystic  disease  which  is  usually 
bilateral ;  and  from  that  form  of  chronic  mastitis  which  occurs 
at  numerous  points  throughout  the  gland.  The  absence  or  late 
appearance  or  enlarged  lymphatics  is  a  helpful  sign. 

The  confluent   form   must  be    distinguished   from   chronic 
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mastitis,  fibroma,  myxoma,  lipoma,  and  adenoma.  Also  from 
malignant  tumours,  syphilitic  gummata,  cystic  swellings,  and  die 
different  forms  of  mammary  abscess — ^superficial,  intra-mammary 
and  retro-mammary. 

In  the  fully  developed  disease,  when  sinuses  have  formed 
there  is  no  diagnostic  difficulty. 

Treatment, — In  view  of  the  fatal  tendencies  of  the  disease, 
treatment  must  be  prompt  and  thorough.  Interstitial  injections 
have  been  suggested  but  not  tried.  Simple  incision  and  drainage 
is  inefficient  Scraping  with  the  sharp  spoon  followed  by  the  use 
of  some  caustic  substance  promises  more  but  is  not  sufficiently 
radical.  Total  ablation  of  all  the  diseased  tissue  by  the  knife  is 
the  only  rational  treatment,  and  the  extent  of  the  extirpation 
depends  on  the  distribution  of  the  disease.  A  cuneiform  ex- 
cision may  suffice  in  cases  where  the  disease  is  limited  to  one 
segment  of  the  gland.  For  aesthetic  reasons  it  has  been  sug- 
gested to  remove  the  diseased  tissue  through  an  incision  placed 
below  the  manna  raising  up  the  skin  and  replacing  it  so  as  to 
leave  a  hidden  cicatrix.  In  most  cases,  however,  if  the  disease 
is  at  all  advanced,  complete  excision  of  the  breast  is  the  safest 
and  most  satisfactory  procedure.  (See  abstract,  Scottish 
Medical  and  Surgical  Journal^  January  1899.) 

Tuberculosis  of  the  Parotid  Gland.  By  Meslay  et 
Parent  of  Paris  {Gazette  des  Hdpitaux,  14th  February,  1899). 

Although  it  is  generally  recognised  that  tuberculosis  may 
attack  any  tissue  of  the  body,  it  has  at  the  same  time  been 
tacitly  admitted  that  the  salivary  glands  enjoy  a  certain  degree 
of  immunity.  It  was  not  till  1888  that  attention  was  parti- 
cularly drawn  to  this  subject  by  Valude,  whose  exf)erimental 
observations  showed  that  direct  inoculation  with  cultures 
generally  give  a  positive  result  (68  out  of  90  experiments).  In 
1893  Paoli  reported  the  first  two  authentic  clinical  cases.  He 
also  investigated  the  subject  experimentally,  and  found  (i)  that 
pure  cultures  injected  into  the  salivary  glands  of  rabbits  and 
guinea  pigs  produce  a  local  and  general  infection  ;  (2)  that  the 
glandular  tissue  shows  a  certain  d^ree  of  immunity  to  injections 
of  tubercular  material ;  and  (3)  that  the  prolonged  immersion 
of  fragments  of  the  culture  in  sterilised  saliva  results  in  an 
attenuation  of  its  virulence.  Various  other  clinical  cases, 
about  ten  in  all,  have  been  reported,  and  in  nearly  all  the  lesion 
IS  a  primary  one,  occurring  in  persons  otherwise  healthy. 

Pathological  Anatomy. — Two  clinical  forms  occur,  the  dis- 
seminated and  the  confluent. 

The  ^£fj^m/iia/^^/ is  commonest.  Distinct  nodules  about  the 
size  of  a  pea  are  found  Mattered  through  the  gland,  separated 
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from  one  another  by  comparatively  healthy  tissue*  As  the 
disease  progresses  adjacent  nodules  coalesce  and  undergo 
caseous  degeneration  and  softening. 

In  the  rarer  confluent  form  a  single  cavity  exists,  with  a  thick 
wall  studded  over  with  grey  tubercles,  and  containing  a  quantity 
of  muco  purulent  fluid.  Histologically  both  forms  are  essen- 
tially the  same,  exhibiting  all  the  characteristic  features  of 
typical  tubercular  nodules,  followed  by  caseation,  and  showing 
the  bacillus  in  the  caseous  tissue,  lymphoid  cells,  or  giant  cells. 
The  veins,  arteries,  and  nerve  sheaths,  all  show  marked  small 
celled  infiltration.  There  is  no  evidence  that  the  process  begins 
in  lymphatic  vessels  or  glands. 

Pathogenesis, — The  microbes  may  gain  access  to  the  parotid 
gland  either  by  passing  up  Stenson's  duct,  or  by  the  blood 
stream,  the  prevailing  opinion  being  that  the  former  is  the 
commoner  route.  The  co-existence  of  stomatitis  or  gingivitis, 
swelling  and  redness  at  the  mouth  of  the  duct,  and  the  fact  that 
the  invasion  may  be  bilateral  seems  to  support  this  view,  and 
bacteriological  investigations  confirm  it  In  certain  cases  the 
vascular  route  seems  to  have  been  established  as  that  by  which 
the  organisms  travelled — carious  teeth,  inflamed  gums,  tonsils, 
buccal  mucous  membrane,  or  even  the  external  auditory  meatus 
constituting  a  point  of  entrance.  The  writer  doubts  if  tubercle 
of  the  parotid  is  as  rare  as  is  generally  supposed. 

Clinical  features, — This  disease  almost  always  occurs  in 
adults.  Six  women  and  four  men  have  been  observed  suffer- 
ing from  it ;  and  it  seems  to  be  commonest  on  the  left  side. 
As  has  been  said,  the  patients  have  no  other  tubercular  mani- 
festations as  a  rule,  and  are  in  perfect  health  when  attacked. 
The  onset  is  very  insidious,  a  slight  swelling  of  the  gland,  local 
or  general,  being  the  first  evidence.  The  growth  is  very  slow, 
and  is  sometimes  accompanied  by  severe  neuralgia,  sometimes 
even  by  facial  paralysis,  due  to  inflammation  of  the  peri- 
neurium. The  movements  of  the  jaw  are  not  interfered  with 
as  a  rule,  but  in  one  case  there  was  marked  trismus.  The  skin 
over  the  parotid  in  the  majority  of  cases  is  freely  movable,  and 
the  gland  is  not  attached  to  the  underlying  structures  when 
the  stemo-mastoid  is  relaxed.  In  the  disseminated  form  the 
swelling  is  ill-defined,  irr^ular,  firm  and  nodular;  in  the  confluent, 
regular  hemispherical,  well-defined,  elastic  or  fluctuating.  Pres- 
sure on  the  swelling  does  not  cause  the  contents  to  escape  from 
Stenson's  duct,  nor  does  it  cause  much  pain. 

Diagnosis. — This  is  very  difficult,  if  not  impossible  at  first. 
Indeed  at  any  stage  it  is  usually  arrived  at  by  excluding  other 
diseases  of  the  gland.  Tubercular  adenitis  is  a  disease  of 
children,  and   begins  as  a  swelling  of  one  or  two  lymphatic 
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glands,  passing  on  to  the  cervical  chain,  and  soon  caseating. 
Actinomycosis  occurs  in  farm  servants  oftenest,  and  presents 
redness  and  lividity  of  the  skin,  especially  behind  the  angle 
of  the  jaw.  The  yellow  nodules  are  characteristic.  Syphilitic 
gummata  are  a  source  of  difficulty  in  diagnosis,  and  must  be 
excluded  to  the  usual  way  by  studying  the  history  of  the 
patient,  and  observing  the  results  of  treatment  Cystic  tumours, 
especially  retention  cysts,  may  be  a  cause  of  confusion.  Mixed 
tumours,  enchondroma,  sarcoma,  adenoma,  and  myoma,  have 
all  to  be  excluded.  They  constitute  the  greatest  diagnostic 
difficulty,  and  in  many  cases  only  a  microscopic  examination 
can  settle  the  point.  Carcinoma  is  a  disease  of  old  age,  and 
is  difTerentiated  by  the  severity  of  the  pain,  the  early  onset 
of  facial  paralysis,  the  rapidity  of  its  growth,  and  the  accom- 
panying cachexia. 

Prognosis. — It  is  very  rare  for  tuberculosis  to  destroy  the 
whole  gland.  It  remains  localised  more  or  less  particularly 
in  the  confluent  form,  and  is  very  amenable  to  treatment. 
The  prognosis,  therefore,  is  favourable. 

Treatment  consists  in  total  ablation  of  the  whole  seat  of  the 
disease,  or  of  the  whole  gland  if  necessary,  together  with  general 
constitutional  treatment. 
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Case  of  Epilepsy  with  Tasting  Movements  and 
Dreamy  State"  (J.  Hughlings  Jackson  and  W.  S.  Colman, 
Brain,"  Winter  1898,  p.  580). — In  this  most  interesting  case, 
the  patient  was  subject  both  to  slight  and  severe  attacks  of 
epilepsy.  In  his  slight  attacks,  he  had  that  variety  of  the 
"dreamy  state"  (or  "intellectual  aura")  which  Jackson  calls 
"  reminiscence" — there  was  a  sentence  in  his  mind  which  was  as 
if  familiar  and  well-remembered,  but  yet  he  could  not  remember 
it.  There  was  no  crude  sensation  warning  of  taste,  but,  with  at 
least  some  of  his  seizures,  there  were  certain  smacking  move- 
ments of  the  mouth  and  tongue,  tasting  movements.  After  some 
of  the  slight  attacks,  there  were  very  elaborate  and  purposive- 
seeming  actions,  i,e.  post-paroxysmal  actions  during  what  is 
clinically  called  ''unconsciousness." 

The  tasting  movements  were  taken  by  Jackson  to  denote 
the  indirect  "  reflex  "  results  of  an  epileptic  discharge  beginning 
in  gustatory  elements  of  a  certain  region  of  the  cerebral  cortex 
(Taste-region  of  Ferrier  in  the  uncinate  gyrus),  and  this  was 
confirmed  at  the  autopsy ;  a  very  small  patch  of  softening  was 
found  in  the  left  uncinate  gyrus. 
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"On  Paralysis  and  Muscular  Atrophy  in  Tabes 
dorsalis,  with  observations  on  the  relation  of 
Afferent  Impulses  to  Movement  and  Muscular  Nutri- 

TION"  (A.  J.  Whiting,  "  Brain,"  Winter  1898,  p,  494).— Motor 
or  at  least  efferent  effects  of  tabes  are  by  no  means  rare. 
Whiting,  in  this  excellent  paper,  refers  to  the  principal  cases 
recorded  in  literature,  in  which  paralysis  and  muscular  atrophy 
were  prominent  symptoms.  The  atrophy  has  involved  in 
different  patients  **  almost  every  muscle  of  the  body."  Thus 
we  find  a  more  or  less  general  atrophy,  usually  resembling 
progressive  muscular  atrophy ;  atrophy  of  the  upper  limbs 
and  especially  of  the  hands  ;  atrophy  of  the  lower  limbs  and 
chiefly  of  those  below  the  knee ;  atrophy  of  the  tongue,  of  the 
laryngeal  muscles,  of  the  face  and  of  the  muscles  of  mastication. 
Paralysis  of  the  muscles  of  the  eye,  larynx  and  diaphragm  has 
also  been  very  frequently  observed. 

With  regard  to  the  pathology  of  the  atrophy,  the  majority 
of  the  cases  with  autopsies  have  shown  a  neuritis  almost 
entirely  peripheral ;  in  other  cases  there  has  been  degeneration 
of  the  anterior  horn  cells,  while  in  others  there  have  been 
changes  both  in  the  peripheral  nerves  and  in  the  cells  of  the 
anterior  horn.  In  all  these  cases  the  anterior  roots  have  been 
very  slightly  affected,  if  at  all. 

Whiting  then  records  in  detail  two  cases  of  tabes  which  are 
good  examples  of  paralysis  and  muscular  atrophy.  In  the  first 
there  is  complete  atrophy  of  the  upper  arm  group  of  muscles  on 
one  side  (infra-spinatus,  deltoid,  biceps,  brachialis  anticus  and 
supinator  longus),  and  these  muscles  have  lost  all  reaction  to 
both  faradism  and  galvanism  ;  there  are  no  objective  sensory 
changes.  In  the  second  case,  the  same  group  of  muscles,  with 
the  exception  of  the  infra-spinatus,  show  complete  atrophy  and 
loss  of  electrical  excitability  on  the  left  side ;  on  the  right  arm 
there  is  paresis  (or  paralysis),  atrophy,  and  diminished  (or 
abolished)  faradic  excitability  in  the  thenar  muscles,  interossci, 
extensors  of  the  wrist  and  long  extensors  of  the  fingers- — all 
these  muscles  giving  a  reduced  but  brisk  response  to  galvanism, 
with  KCC  >  ACC.  Sensibility  is  blunted  or  lost  over  an  area 
in  the  left  lower  axilla  and  along  the  ulnar  border  of  the  right 
forearm  and  hand,  affecting  the  whole  of  the  little  finger  and 
the  ulnar  half  of  the  ring  finger.  In  the  first  case,  it  is  thought 
probable  that  the  lesion  is  in  the  anterior  horn  cells;  in  the 
second  case,  the  upper  arm  atrophy  is  also  referred  to  a  nuclear 
lesion,  while  it  is  '*  not  improbable  "  that  the  forearm  and  hand 
atrophy  is  also  not  peripheral.  There  are  excellent  photographs 
to  illustrate  the  atrophy  in  these  cases. 

From  the  wealth  of  material  at  his  disposal  in  the  Queen 
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Square  Hospital,  our  author  has  been  enabled  to  tabulate  the 
facts  bearing  on  the  subject  of  his  paper  from  200  consecutive 
cases  of  locomotor  ataxia. 

He  finds  obvious  muscular  atrophy  in  sixteen,  ue.  8  per  cent. 
— the  precise  percentage  found  also  by  Duchenne  in  his  cases. 

In  JO'S  per  cent,  of  the  cases  there  was  demonstrable  motor 
weakness  of  the  skeletal  muscles  ;  in  41  per  cent,  of  the  external 
ocular  muscles  (there  was,  further,  diplopia,  but  no  other  evidence 
of  oculo-motor  paralysis  in  12  per  cent.);  in  28  per  cent,  (of 
cases  in  which  the  larynx  was  examined)  there  was  paralysis  of 
the  vocal  cords  ;  in  85  per  cent,  the  movements  of  the  iris  were 
abnormal,  usually  the  Argyll-Robertson  pupil ;  in  80*5  per  cent, 
there  was  vesical  incontinence  or  laboured  micturition  or  both  ; 
and  in  34  per  cent,  defect  associated  with  defalcation,  either 
very  obstinate  constipation  or  definite  rectal  incontinence. 

Amongst  all  these  cases  with  paralysis  or  atrophy,  there  is 
only  one  case  of  paralysis  which.  Whiting  thinks,  is  certainly 
not  nuclear  (paralysis  of  the  right  side  of  the  face  with  loss  of 
taste) ;  in  several  the  lesion  is  almost  certainly  nuclear  ;  in  the 
great  majority  the  origin  of  the  atrophy  or  paralysis  is  uncertain, 
but  it  is  ••  probably  not  possible  to  exclude  a  nuclear  origin  in 
any  "  of  the  cases  with  atrophy. 

The  paper  concludes  with  interesting  remarks  on  the  influ- 
ence of  afferent  impulses  on  motor  mechanisms.  It  has  been 
shown  experimentally  that  stimulation  of  the  posterior  roots  or 
of  the  postero-extemal  surface  of  the  cord  causes  contraction  of 
groups  of  muscles  ;  the  spasmodic  movement  of  the  lower  limbs 
occurring  in  association  with  severe  lightning  pains  in  tabes  may 
possibly  be  analogous  to  the  movements  experimentally  pro- 
duced. Further  experiments  have  shown  that  division  of  the 
posterior  roots  produces  motor  paralysis  with  loss  of  muscle 
tone  and  slight  muscular  atrophy  in  the  corresponding  limbs ;  a 
similar  mechanism  may  explain  in  tabes  the  diminution  of 
muscle  tone,  the  giving  way  of  the  legs  in  association  with 
severe  lightning  pains,  the  weakness  of  the  sphincters,  the  ina- 
bility to  empty  the  bladder,  the  obstinate  constipation  and  the 
laxity  of  the  sphincter  ani.  After  experimental  division  of  the 
posterior  roots,  distinct  chromatolytic  changes  have  been  found 
in  the  anterior  horn  cells ;  and  similar  changes  have  been 
observed  in  a  case  of  tabes  with  muscular  atrophy,  while  long 
ago,  before  our  finer  methods  of  staining  (especially  Nissl's 
method)  were  known,  marked  degenerative  changes  were  traced 
from  the  posterior  roots  along  the  reflex  collaterals  to  the  anterior 
horns  in  a  case  of  tabes  with  club-foot. 

The  impression  made  upon  us  from  a  careful  perusal  of  this 
paper,  is  that  probably  the  rationale  of  the  paralysis  and  mus- 
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cular  atrophy  in  tabes  is  this : — The  lesion  of  the  posterior  roots 
causes  definite  anatomical  changes  in  the  corresponding  anterior 
horn  cells,  the  functional  activity  and  nutrition  of  which  accord- 
ingly suffer,  and  hence  paralysis  and  muscular  atrophy  result 
The  peripheral  parts  of  the  motor  nerves,  being  furthest  removed 
from  the  trophic  centres,  viz.,  the  anterior  horn  cells,  would 
naturally  suffer  much  more  and  earlier  than  the  proximal  parts 
(the  anterior  roots)  when  the  functional  activity  of  the  trophic 
centres  is  diminished ;  this  would  explain  the  fact  that  most 
autopsies  have  shown  definite  changes  in  the  peripheral  parts  of 
the  motor  nerves,  while  the  anterior  roots  have  been  almost 
uniformly  intact. 

We  hope  that  this  is  only  one  of  a  series  of  most  interesting  and 
important  papers  from  the  able  hands  of  the  R^istrar  of  the 
Queen  Square  Hospital. 


An  Investigation  upon  the  Plantar  Reflex,  with 
Reference  to  the  Significance  of  its  Variations 
UNDER  Pathological  Conditions,  including  an  in- 
quiry INTO  THE  ^Etiology  of  Acquired  Pes  Cavus  (J. 

Collier,  "Brain,"  Spring  1899,  p.  71).  —  Any  symptom  whose 
presence  can  be  relied  upon  to  indicate  clear  evidence  of  organic 
disease  of  the  central  nervous  system  must  be  of  great  value, 
especially  if  it  is  easy  to  elicit  and  observe.  Such  a  symptom 
Babinski  claims  to  have  found  in  the  character  of  the  plantar 
reflex.  In  normal  conditions,  flexion  of  the  toes  on  the  meta- 
tarsus is  the  initial  movement  in  the  plantar  reflex — there  is 
never  a  movement  of  extension,  especially  of  the  big  toe.  In 
certain  pathological  conditions,  however,  the  flexion  is  replaced 
by  extension  of  the  toes  upon  the  metatarsus,  especially  of  the 
big  toe.  This  phenomenon  Babinski  terms  le  ph^nont^ne  des 
orteils  (toe-phenomenon),  and  he  claims  that  it  never  occurs  in 
normal  adults  or  in  functional  disease,  but  is  pathognomonic  of 
a  lesion  of  the  pyramidal  system,  and  is  the  earliest  objective 
sign  of  such  a  lesion.  There  are,  according  to  him,  only  two 
exceptions  to  this  rule :  (i)  In  newly-born  infants  the  plantar 
reflex  commences  with  extension  of  the  toes,  because  in  them 
the  pyramidal  system  is  incompletely  developed  ;  (2)  in  cases  of 
total  transverse  lesion  of  the  cord  he  failed  to  elicit  any  plantar 
reflex. 

Van  Gehuchten  has  confirmed  Babinski's  results,  and  now 
the  subject  is  very  fully  and  ably  considered  by  Collier,  who 
has  investigated  Id)  the  nature  and  variations  of  the  plantar 
reflex  in  normal  persons ;  {p)  the  character  of  the  plantar  reflex 
in  diseases  of  the  nervous  system,  and  the  clinical  value   of 
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deviations  from  the  normal ;  (r)  the  method  of  causation  of  pes 
cavus  in  spastic  states.     His  conclusions  are  these : — 

(i)  The  investigation  confirms  the  observations  of  Babinski 
and  Van  Gehuchten  in  all  essential  points. 

(2)  The  plantar  reflex  of  healthy  subjects,  with  the  exception 
of  infants,  begins  with  contraction  of  certain  hip-muscles  (tensor 
fasciae  femoris,  sartorius,  adductors,  flexors  of  hip)  and  flexion  of 
the  four  outer  toes — ^**  Flexor  Response."  The  response  may  be 
confined  to  the  hip-muscles.  It  is  doubtful  whether  the  plantar 
reflex  is  ever  constantly  and  completely  absent  in  healthy  sub- 
jects, although  its  activity  varies  very  greatly. 

(3)  In  infants,  up  till  the  age  of  learning  to  walk,  the  plantar 
reflex  is  quite  different — ^"  Infantile  Response."  It  begins  with 
drawing  back  of  the  big  toe,  followed  by  extension  and  spreading 
out  of  all  the  toes ;  the  hip-muscles  respond  late.  The  change 
from  this  form  to  the  adult  flexor  response  occurs  gradually  with 
the  establishment  of  complete  volitional  control  over  the  legs^ 
usually  between  the  second  and  third  years  of  life. 

(4)  During  sleep  the  plantar  reflexes  are  diminished,  and  the 
infantile  and  adult  forms  respectively  preserved,  except  in  some 
children  up  to  the  age  of  twelve  years,  where  in  deep  sleep  the 
infantile  form  of  reflex  returns,  from  the  temporary  loss  of 
cerebral  influence  over  the  spinal  cord  during  sleep. 

(5)  In  "almost  all"  cases  of  lesion  of  the  pyramidal  systems,, 
the  form  of  plantar  reflex  is  changed — "  Extensor  Response." 
The  whole  response  is  more  deliberate ;  it  begins  with  extension 
of  the  big  toe,  followed  by  extension  of  the  other  toes,  and  by 
dorstflexion  and  inversion  of  the  ankle.  The  tibialis  posticus  and 
anticus  and  peroneus  longus  contract  strongly  and  fix  the  ankle,, 
and  a  temporary  increase  of  the  plantar  arch  is  often  noticed. 

This  change  in  the  form  of  the  plantar  reflex  is  one  of  the 
first  signs  of  pyramidal  lesion  to  appear,  and  is  the  last  to- 
disappear  when  the  lesion  is  temporary ;  it  may  be  the  only 
unequivocal  objective  sign  of  such  lesion.  It  is  never  found 
under  other  conditions,  and  therefore  is  a  sign  of  great  clinical 
value.  The  presence  of  a  flexor  response,  however,  is  com- 
patible with  the  presence  of  organic  disease,  e,g,  it  was  present 
in  two  cases  of  disseminated  sclerosis,  with  signs  of  extensive 
oiganic  disease. 

The  extensor  response  is  found  in  cases  of  lateral  sclerosis, 
postero-lateral  sclerosis,  myelitis  (including  compression  para- 
plegia), disseminated  sclerosis,  hemiplegia  (on  th/e  paralysed  side), 
Friedreich's  disease,  syringo-myelia,  amyotrophic  lateral  sclerosis^ 

(6)  In  cases  of  total  transverse  lesion  of  the  cord  the  extensor 
response  is  the  only  reflex  phenomenon  present  in  the  lower  limbs.. 
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(7)  In  functional  cases  the  plantar  reflex  is  often  difficult  to 
elicit ;  there  is  frequently  no  response  in  the  foot,  but  Collier 
has  not  found  a  case  in  which  there  was  entire  and  constant 
absence  of  response  in  the  hip-muscles.  It  is  always  the  flexor 
response. 

(8)  In  tabes  dorsalis  the  plantar  reflex  was  found  entirely 
absent  in  20  per  cent,  of  cases.  The  response,  when  present,  is 
always  the  flexor  form,  and  is  often  confined  to  the  hip  muscles. 

(9)  In  peripheral  neuritis,  the  reflex,  when  present,  is  the 
flexor  response.     The  hip-muscles  respond  alone  in  some  cases. 

(10)  In  cerebral  and  cerebellar  tumours  the  flexor  response 
occurs  if  there  is  no  involvement  of  the  pyramidal  system. 

(11)  In  neurasthenia,  chorea,  paralysis  agitans,  poliomyelitis, 
myopathy  and  sciatica,  the  flexor  response  is  found. 

(12)  A  condition  of  pes  cavus  is  frequently  found  in  lesions 
of  the  pyramidal  system,  e,g,  Friedreich's  disease,  the  family  type 
of  primary  lateral  sclerosis,  spastic  paraplegia,  and  hemipl^a. 
Collier  thinks  it  is  intimately  associated  with  the  extensor 
response  in  the  plantar  reflex,  and  is  produced  by  a  state  of 
reflex  hypertonicity  or  muscular  spasm  preponderating  in 
those  muscles  (extensor  proprius  hallueis,  tibialis  posticus  and 
peroneus  longus)  which  respond  most  vigorously  in  the  plantar 
reflex.  He  thinks  Duchenne*s  view  that  the  pes  cavus  is  due 
to  paralysis  of  the  interossei,  and,  therefore,  analogous  to  main 
£n  griff e,  is  not  justified. 

The  clinical  importance  of  these  observations  on  the  plantar 
reflex  is  evident ;  it  will  be  sufficient  to  mention  two  or  three. 
It  is  one  of  the  most  difficult  problems  of  practical  medicine  to 
distinguish  between  functional  and  organic  paraplegias  (and 
hemiplegias)  ;  here  the  character  of  the  plantar  reflex  will  be  of 
great  diagnostic  value  {v.  Buzzard,  BriL  Med.  Jour.,  May 
3th,  1899).  Again,  it  is  often  very  difficult  to  differentiate 
idiopathic  epilepsy  from  cerebral  tumour  commencing  with 
epilepsy.  According  to  Collier's  investigations  the  flexor  form 
of  plantar  reflex  is  always  found  in  cases  of  idiopathic  epilepsy, 
except  that  after  every  fit  of  severe  convulsions  lasting  any 
length  of  time  the  extensor  response  is  found,  lasting  five  or 
ten  minutes  as  a  rule.  The  presence,  therefore,  of  a  constant 
extensor  response  will  be  important  as  pointing  to  gross  organic 
mischief  affecting  the  pyramidal  tract,  and  it  may  be  the  first 
sign  of  such  mischief.  Again,  the  extensor  response  is  never 
found  in  cases  of  pure  tabes  dorsalis;  its  presence  in  cases 
supposed  to  belong  to  the  category  of  atypical  tabes  will  show — 
and  it  may  be  the  first  thing  to  show — that  the  lateral  columns 
are  affected  as  well  as  the  posterior,  i,e,  that  these  are  cases  of 
postero-lateral  sclerosis. 
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The  subject  is  one  of  great  interest  and  far-reaching  import- 
ance, and  our  readers  will  find  it  admirably  discussed  in  Collier's 
paper.  

SURGERY 

The  Destruction  of  Cancerous  Growths  by  Electro- 
lysis.— Dr  Betton  Massey  enumerates  the  advantages  of  the 
cataphoric  ipethod  of  treating  early  cancerous  (carcinomatous 
or  sarcomatous)  growths  in  the  Cincinnati  Lancet  Clinic  for  25  th 
February. 

1.  While  removing  by  immediate  devitalisation  and  subse- 
quent separation  all  evident  portions  of  the  tumour  as  efficiently 
as  the  knife,  it  also  devitalises  the  invading  cancerous  cells  in 
the  healthy  tissues,  and  so  lessens  the  risk  of  subsequent 
recurrence. 

2.  In  the  removal  of  the  cancer  there  is  no  cutting  or  loss  of 
blood. 

3.  This  method  of  removal  renders  autografting  of  the  cancer 
impossible.  Re-implantation  of  the  growth  on  the  cut  surfaces 
may  happen  with  the  knife ;  never  in  this  method. 

4.  If  local  recurrence  appear  due  to  overlooking  of  some 
cells  which  ought  to  have  been  removed,  the  treatment  can  be 
much  more  readily  applied  than  any  further  cutting  operation. 

5.  The  treatment  is  of  distinct  value  in  non  -  operable 
cases.  A  daily  application  of  50  to  100  milHamperes  of  the 
combined  zinc-mercuric  cataphoresis,  or  a  single  powerful 
application  under  ether,  will  stop  haemorrhage,  ease  pain, 
destroy  odour,  and  bring  away  much  of  the  cancerous  tissue. 


GYNECOLOGY 

Cervico-vaginal  Plugging  in  False  Rigidity  of  the 

Cervix. — Dr  Audebert  demonstrates  the  value  of  this  proceed- 
ing in  the  Gazette  Hebdomadaire  for  20th  April  1899.  In  faulty 
dilatation  of  the  cervix  various  procedures  are  in  use,  as,  for 
example,  the  introduction  of  Champetier  de  Ribes'  bag,  but  the 
simple  method  which  he  describes  is  applicable  to  many  cases. 
He  narrates  the  case  of  a  primipara,  aged  thirty-two,  with  narrow 
pelvic  brim  and  carrying  a  large  foetus.  The  membranes  rup- 
tured prematurely  and  the  contractions  were  short  and  ineffectual. 
The  cervix  had  that  false  rigidity  which  is  seen  in  old  primiparae 
or  still  more  frequently  in  the  rachitic,  and  the  amniatic  liquid 
had  become  foetid.  In  such  a  case  vaginal  plugging  favoured 
the  complete  dilatation  of  the  cervix,  and  on  the  succeeding 
morning  it  was  completely  dilated  and  allowed  intra-uterine 
manipulations  to  be  proceeded  with.  The  method  is  absolutely 
safe  and  is  remarkably  easy  to  carry  out 
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DISEASES  OF  CHILDREN 

The  Diarrhoea  of  Recently-Weaned  Children.— 

After  discussing  the  dietetic  treatment  of  cases  of  diarrbcea 
following  weaning,  Dr  R.  Saint-Philippe  (Arch,  de  nUcL  des 
enfantSy  May  1899)  arrives  at  the  following  conclusions: — 

In  treating  a  weaned  infant  who  has  been  suffering  for  some 
time  from  diarrhoea,  the  first  thing  to  do  is  to  confine  him  ten- 
tatively to  a  purely  milk  diet  If,  after  a  few  days  of  this,  the 
diarrhoea  continues  and  inspection  of  the  stools  shows  that  the 
milk  is  either  badly  digested,  or  not  at  all,  it  is  necessary  to 
forbid  milk  in  any  form  whatever,  and  to  replace  it  temporarily 
by  a  diet  composed  of  some  mild  form  of  liquid  nourishment. 
After  a  while  some  more  substantial  nourishment  can  be  cau- 
tiously and  judiciously  commenced.  At  the  same  time  the 
dyspepsia  and  its  consequences — auto-intoxication  and  anaemia 
— have  to  be  attended  to. 

In  order  to  avoid  the  occurrence  of  these  persistent  and  dis- 
astrous forms  of  diarrhoea  it  is  most  necessary  that  weaning, 
especially  when  it  takes  place  during  the  early  months,  should 
be  carried  out  under  the  direct  supervision  and  control  of  a 
medical  man. 


Urotropin  in  the  Treatment  of  Cystitis  in  Chil- 
dren.— Prof.  O.  Heubner  {Therapie  der  Gegenwart^  Feb.  1899) 
has  obtained  good  results  from  the  use  of  urotropin  (hexamethyl- 
tetramin)  in  several  cases  of  cystitis  in  children.  He  recom- 
mends that  from  nine  to  thirty  grains  of  this  remedy  should  be 
given  in  the  day  to  children  of  from  seven  to  ten  years  old.  Its 
administration  should  be  continued  for  three  weeks  to  begin 
with,  and  if  the  symptoms  return  on  its  being  discontinued,  it 
should  be  begun  again  and  given  for  about  six  weeks  without 
intermission. 

He  finds  that  in  cases  where  the  urine  is  acid  this  drug  is  of 
little  or  no  use,  but  where  there  is  a  neutral  or  alkaline  reaction 
at  the  time  it  is  passed,  the  tendency  to  ammoniacal  decomposi- 
tion may  be  arrested  by  its  use  and  the  other  symptoms  relieved. 
The  continued  use  of  urotropin  was  not  found  to  exert  any  un- 
favourable influence  on  the  digestion  or  on  the  nervous  system. 
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SOME  PHASES  OF  SYPHILIS' 

By  A.  PATTERSON,  M.D., 
Surgeon  to  the  Western  Infirmary,  Glasgow 

Alteration  in  the  Character  of  Syphilis 

Gentlemen, — Within  the  last  forty  years,  according  to  my 
observation,  syphilis  has  become  much  less  virulent  in  type. 
We  now  scarcely  ever  see  a  case  of  necrosis  of  the  tibiae ; 
few  cases  of  destruction  of  the  bones  of  the  nose  ;  and  the 
corona  veneris  is  looked  upon  as  a  great  curiosity. 

It  may  possibly  be  open  to  question  if  in  many  cases 
of  bone  destruction,  mercury,  which  in  former  times  was 
administered  so  lavishly,  were  not  the  cause,  and  that  the 
cure  proved  worse  than  the  disorder,  A  young  friend  tells 
me  that  he  is  at  present  attending  a  gentleman  for  syphilis, 
and  that  since  the  appearance  of  the  primary  sore,  eighteen 
months  ago,  patient  has  been  using  mercury ;  notwithstanding 
which,  a  few  days  since,  a  node  was  discovered  on  each  tibia. 

Cases  of  gangrene  destroying  the  prepuce  and  glans  penis 
are  seldom  observed,  and  cases  of  hospital  gangrene,  attacking 
open  buboes  and  laying  bare  the  femoral  vessels  in  their  sheath, 
a  sight  which  five  and  thirty  years  ago  was  not  extremely  rare, 
have  now  entirely  disappeared.  Rapidly  destructive  phage- 
denic ulceration  of  the  soft  palate  we  still  meet  with  occasion- 
ally, and  here,  with  regard  to  this  form  of  disease,  I  should 
like  to  enter  my  protest  against  the  application  of  nitric  acid 
or  caustics  of  any  kind,  and  also  against  the  use  of  gargles. 
In  all  forms  of  phagedenic  or  gangrenous  destruction  of  parts 
in  syphilis,  opium  is  our  sheet  anchor.  For  example,  in  a  case 
of  acute  phagedenic  ulceration  of  the  palate,  with  the  ulcer 
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surrounded  by  a  livid  red,  undefined,  and  rapidly  spreading 
border,  give  the  patient  one  grain  of  opium  every  eight,  six 
or  four  hours,  according  to  the  strength  and  age  of  youi 
patient,  and,  so  far  as  my  experience  has  gone,  there  will 
be  no  cause  to  regret  the  practice.  The  opium  alone  will 
arrest  the  progress  of  the  disease.  Phagedaena  may  attack 
the  primary  sore,  whether  it  be  the  Hunterian  or  soft 
chancre ;  and  if  mercury  is  being  administered  in  the  case 
of  the  hard  ulcer,  its  use  should  be  at  once  stopped,  as  the 
state  of  constitution  which  determines  the  state  of  the  sore, 
in  my  opinion,  precludes  the  use  of  mercury ;  however,  its 
use  may  be  resumed  when  the  sore  shall  have  assumed  the 
healthy  aspect.  Dr  Alex.  Munro,  whom  I  have  had  the 
pleasure  of  having  as  my  assistant  at  the  Lock  Hospital  for 
the  last  seven  years,  can  testify  as  to  the  surprising  effect 
of  opium  in  arresting  gangrene.  The  immense  improvement 
in  the  sanitary  state  of  the  city  of  Glasgow  within  the  last 
forty  years  has  had,  no  doubt,  much  to  do  with  altering  the 
character  of  syphilis,  especially  in  checking  epidemics  of  the 
more  virulent  forms  of  the  disease.  A  man  living  in  a  dark, 
damp,  ill-ventilated  dwelling  contracts  a  primary  sore.  With 
such  indifferent  hygienic  surroundings  the  sore  is  likely  to 
assume  the  phagedaenic  type,  exactly  in  the  same  way  that 
if  you  place  a  number  of  patients  with  open  wounds  in  an 
hospital  ward  ill- ventilated  and  overcrowded,  erysipelas, 
pyaemia,  and  hospital  gangrene  may  make  their  appearance. 

Syphilitic  warts,  if  such  ever  existed,  have  entirely  gone. 
I  do  not  think  that  I  have  ever  seen  a  case.  Venereal  warts 
are  of  everyday  occurrence,  but  these,  to  my  mind,  are  always 
the  result  of  gonorrhoea  and  want  of  cleanliness  in  the  female, 
and  in  the  male  from  balanitis  or  the  retention  of  pus  beneath 
the  foreskin.  They  are  always  local  and  amenable  to  local 
treatment.  Of  course  you  will  not  mistake  them  for  mucous 
tubercles,  which  are  constitutional,  demanding  for  their  cure 
constitutional  treatment. 

Years  ago  I  treated  a  young  man  for  chancre  and  its  sequelae. 
He  got  apparently  quite  well.  Seven  years  afterwards  he  got 
married,  and  I  was  requested  to  attend  the  wife  in  her  confine- 
ment, and  delivered  her  of  a  seemingly  perfectly  healthy  child. 
When  it  had  reached  the  age  of  fifteen  months  I  was  sent  for 
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to  find  the  babe  covered  from  head  to  foot  with  an  eruption 
like  split  pearls,  each  of  the  size  of  a  small  pea.  Exactly  like 
small-pox,  but  instead  of  pus,  the  vesicles  contained  serum  ;  the 
child  was  covered  with  pemphigus,  I  read  up  the  subject  and 
tried  a  number  of  things  recommended  in  books,  with  only- 
very  temporary  benefit  In  none  of  the  special  works  did  I 
find  any  hint  as  to  its  specific  origin.  I  asked  my  old  friend,, 
the  late  Dr  Wm.  Lyon  of  West  George  Street,  to  see  the  case 
with  me.  Of  all  the  men  I  have  ever  met  he  was  the  most 
accurate  and  most  rapid  at  diagnosing  a  surgical  case ;  he 
seemed  to  do  it  by  instinct.  Whilst  the  mother  was 
stripping  the  child,  he  put  on  his  glasses,  then  thrust  his 
hands  into  his  trouser  pockets  with  his  legs  apart,  and  waited. 
With  a  glance  at  the  naked  youngster,  he  collared  me  and 
lugged  me  off  to  the  window.  "  Do  you  not  know  what  that  is, 
sir  ?  "  he  said.  I  shook  my  head  and  blushed.  "  Syphilis — 
put  the  child  on  grey  powder."  This  was  done,  and  the 
patient  was  well  in  three  weeks. 

Many  years  ago,  a  man  aged  thirty-three  came  under  my 
care,  suffering  from  tertiary  disease  of  the  bones  of  the  nose, 
and  also  from  a  tight  organic  stricture  of  long  duration.  He 
had  been  married  for  ten  years,  and  hitherto  there  had  been  no 
family.  He  stated  that  both  diseases  had  been  contracted  at 
the  same  time  at  the  age  of  twenty-one.  No.  3  was  prescribed 
and  the  stricture  dilated.  His  wife  became  pregnant ;  the  first 
child  was  still-bom,  the  second  lived  for  a  few  weeks,  the  third 
reached  adult  life,  while  the  fourth  and  last  was  bom  acephalous. 

Chimney  Sweepers^  Cancer. — A  consultation  was  called  in 
the  Infirmary  one  morning.  Our  worthy  colleague  explained^ 
apologetically,  that  the  case  was  simply  one  of  sweeps'  cancer, 
and  that  the  consultation  was  only  a  formal  matter. 

There  was  no  dissentient  voice.  Operation  performed,  and 
the  part  removed  sent  as  usual  to  the  pathological  department* 
After  microscopical  examination  the  disease  was  declared  to  be 
epithelioma  beyond  a  doubt. 

When  almost  healed  the  disease  reappeared  and  began  to 
spread,  necessitating  a  second  removal.  It  had  reached  the 
healing  line  when  again  it  opened  up,  and  now  adhesion  to  the 
testicle  led  to  castration.  This  time  everything  went  well  for 
so  far  that  the  wound  was  healed  just  to  a  point,  and  as  my 
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coUeague  was  going  ofT  on  his  holidays,  the  man  was  dismissed. 
Patient  belonged  to  the  East  end,  and  it  so  happened  that  in 
l^ess  than  three  weeks  I  was  asked  to  see  hioL  Once  more  the 
wound  had  spread,  and  I  was  requested  to  operate. 

It  looked  a  hopeless  business,  however  I  did  it,  taking  as 
wide  a  margin  as  possible.  Like  all  the  preceding  c^)eration 
wounds,  it  stopped  ere  the  healing  point  was  reached.  Fairly 
puzzled,  I  had  never  known  a  case  of  epithelioma  conduct  itsdf 
in  this  manner,  and  yet  the  microscope  declared  it  to  be  that 
"  without  doubt" 

Risking  a  question,  •*  Were  you  ever  in  the  Service,  my 
man  ?  "  "  Yes,  sir,  I  fought  through  the  Crimea."  He  was 
put  on  five  grains  of  the  Iodide  and  five  of  the  Potash  Tar- 
trate. The  wound  healed  rapidly,  and  the  man  remained  in 
good  health  for  ten  years,  when  I  lost  sight  of  him.  Naturally, 
this  case  shook  my  faith  in  the  microscope.  There  can  be,  I 
fancy,  little  doubt  that  many  of  the  cases  of  so  called  chimney 
sweepers*  cancer,  and  operated  on  as  such,  were  in  reality 
tertiary  Syphilis. 

A  Case  of  Hereditary  Syphilis, — Some  years  ago  I  was 
asked  in  consultation  to  see  a  young  lady,  aged  eighteen ;  her 
face,  body  and  limbs  were  covered  with  irregularly  shaped 
rupoidal  patches,  from  head  to  foot  The  eruption  had  been 
coming  and  going  for  two  years  ;  she  looked  very  ill,  was  clay 
coloured  and  anaemic  She  had  been  seen  by  Drs  A.  B.  and 
C,  without  any  lasting  benefit  On  retiring  to  the  drawing- 
room  the  Doctor  asked  my  views  of  the  case.  Very  quietly  I 
said  "  Syphilis."  He  at  once  flared  up,  saying :  "  Dr  Patterson, 
you  are  giving  a  very  rash  and  inconsklerate  opinion ;  I  have 
known  and  attended  the  family  for  years,  and  there  is  not  a 
more  respectable  family  in  Glasgow."  Matters  calmed  down, 
and  it  turned  out  that  a  brother  of  the  lady's,  elder  by  two 
years,  had  died  some  months  previously  of  what  was  supposed 
to  have  been  typhoid  fever,  however  there  had  been  some 
peculiarities  about  the  case  ;  it  had  been  more  than  usually 
prolonged,  the  rose  coloured  spots  had  not  appeared,  and 
towards  the  termination  of  the  case  there  had  been  spasms  of 
the  inferior  extremities^  and  immediately  before  death,  incon- 
tinence of  urine  and  faeces.  This  patient  probably  died  from 
gummata  in  the  spinal  cord.     The  lady  was  put  on  the  use  of 
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No.  3  three  times  daily.  At  the  end  of  some  months  the 
Doctor  called  and  requested  me  to  see  the  lady  again,  hinting 
that  my  opinion  had  been  correct  The  eruption  was  com- 
pletdy  gone ;  she  had  become  plump  and  red-cheeked,  and 
altogether  wonderfully  improved.  The  use  of  the  medicine  in 
similar  cases  may  be  continued  with  benefit  indefinitely.  The 
foregoing  was,  of  coui^,  hereditary. 

About  two  years  ago  a  man,  aged  forty,  came  to  the 
Western  Infirmary  with  an  abscess  about  half  the  size  of  a 
hen's  egg  on  the  front  of  his  chest  He  was  pale,  feeble  and 
emaciated,  and  spoke  with  a  weak  voice.  The  abscess  was 
opened,  and  the  border  of  a  rib  was  found  to  be  necrosed.  He 
was  put  on  No.  3.  Whilst  attending  as  an  out-^patient  he 
brought  up  his  son,  aged  seventeen,  one  morning ;  he  had  a 
collar  of  enlarged  glands  running  from  ear  to  ear,  in  addition 
to  which  he  had  a  lai^e,  roughly  outlined,  diamond  shaped 
ulcer  between  the  shoulder  blades.  He  was  put  on  the  same 
treatment  as  his  father,  and  both  recovered.  This  form  of 
abscess  in  front  of  the  chest  I  have  seen  a  number  of  times. 
It  is,  of  course,  entirely  different  from  the  abscess  found  on  the 
dorsal  aspect  of  the  thorax — where  the  cold  or  chronic  stru- 
mous abscess  is  so  often  met  with. 

When  you  meet  with  a  tumour  on  the  lower  end  of  the 
femur,  it  is  more  than  probable  sarcomatous;  when  a  tumour  is 
found  on  the  head  of  the  fibula,  it  is  osteo-sarcoma ;  and  when 
a  hardish  tumour,  not  large,  is  found  oh  the  sternal  end  of  the 
clavicle,  it  is  more  than  likely  to  be  specific. 

A  man,  aged  fifty-five,  presented  himself  at  my  rooms  com- 
plaining of  his  left  wrist-joint,  which  in  the  meantime  has 
practically  ceased  to  be  a  joint  The  wrist  is  nearly  twice  the 
thickness  of  the  right  one ;  at  one  point  there  exists  a  sinus, 
surrounded  by  an  inflamed  border,  and  leading  down  probably 
to  localised  dead  bone,  and  from  which  issues  a  slight  watery 
discharge.  Now,  gentlemen,  as  you  are  aware,  the  usual  form 
of  diseased  wrist-joint  is  tubercular ;  but  then  experience  tells 
us  that'  tubercular  diseases  of  joints  do  not  begin  in  the  decline 
of  life.  The  wrist  has  been  bad  for  only  eighteen  months— 
moreover  he  has  on  his  forehead  an  irregularly  circular  cicatrix 
of  ancient  date  ;  others  also  on  his  lower  extremities.  He  has 
now  been  using  the  medicine  for  twelve  months,  and  the  pain 
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has  departed  and  the  sinus  has  closed,  at  the  same  time  the 
swelling  is  gradually  lessening. 

I  imagine  that  what  has  been  described  as  "senile  scrofula" 
will  prove  to  be  tertiary  syphilis,  and  the  same  remark  applies 
to  what  has  been  described  by  Sir  James  Paget  as  "  silent 
necrosis." 

Syphilitic  Finger, — On  the  1 6th  of  June  last,  a  gentleman, 
aged  sixty-three,  was  recommended  to  see  me  regarding  the 
middle  finger  of  his  right  hand,  which  had  been  sore  for  eight 
weeks.  On  the  finger  was  a  somewhat  roundish  ulcer,  about 
the  size  of  a  large  split  pea  ;  on  the  palmar  aspect  of  the  first 
phalanx,  an  oblong,  irregularly-bordered,  serpiginoid  looking 
sore ;  and  on  the  knuckle,  between  first  and  second  phalanges,  a 
circular  ulcer,  closely  resembling  a  Hunterian  chancre.  Patient 
had  consulted  an  eminent  surgeon  in  Liverpool,  who  told  him 
that  dirt  had  got  in  and  that  it  might  be  called  blood-poisoning, 
and  prescribed  an  ointment,  which  did  no  good.  He  next  saw 
a  first-class  man  in  Newcastle-on-Tyne,  and  was  told  a  similar 
story.  Patient  asked  the  sui^eon  if  it  could  have  any  connec- 
tion with  pox,  which  he  had  had  forty  years  ago.  The  doctor 
laughed  at  him  and  prescribed  a  lotion  without  any  result 
Looking  at  me  with  a  very  shrewd  eye,  he  said,  "  Now,  sir, 
what  is  your  opinion  ?  "  "  Exactly  your  own,"  I  replied,  and 
ordered  the  usual  medicine,  with  water  dressing.  He  called  on 
.me  on  the  25th  June,  as  he  was  leaving  Glasgow,  to  show  me 
:the  finger.  For  the  time  the  effect  is  simply  marvellous;  the 
sore  on  the  finger-tip  is  completely  healed,  the  sore  on  the 
knuckle  is  well  to  a  small  point,  whilst  the  lai^e  irregular  ulcer 
on  the  interior  aspect  of  phalanx  is  about  half  the  size  it  was, 
and  would  be  quite  well  in  a  few  days.  I  recommended  him 
to  continue  the  use  of  his  medicine  for  some  months. 

A  case  of  difficulty  in  getting  at  the  source  of  Gonorrhcea, — 
Some  years  ago,  a  gentleman,  aged  fully  fifty  years,  called  on 
me,  stating  that  he  had  been  recommended  by  a  young  medical 
friend  of  his  to  see  me  regarding  a  discharge  which  had  recently 
made  its  appearance.  He  exposed  his  penis,  from  which  a 
thick  greenish  yellow,  profuse,  purulent  discharge  issued.  "  Now 
what  is  that.  Doctor,"  he  asked.  "  Gonorrhoea,"  I  said.  "  Then 
how  can  I  have  got  it  Can  I  have  possibly  got  it  at  a  railway 
station  or  in  a  hotel?     Because  I  may  tell  you  that  I  have 


Some  Phases  of  Syphilis  1 03 

been  married  for  fifteen  years,  and  have  never  had  to  do  with 
any  woman  except  my  own  wife,  and  she  is  as  pure  as  the 
snow  on  the  mountain."  "Sir,  I  believe  that  you  are  telling 
me  the  truth."  He  seemed  to  me  to  be  an  honest,  upright 
man,  "  Well,"  said  I,  "  I  have  always  held  the  opinion  that 
gonorrhoea  is  contracted  in  only  one  way,  and  I  have  never 
yet  encountered  a  case  which  led  me  to  doubt  the  correct- 
ness of  that  view."  "Dr  Patterson,"  he  said,  "  inferentially 
you  arc  making  a  very  serious  charge  against  my  wife. 
Would  you  like  to  examine  her."  "  Yes,  certainly  I  should." 
Next  day  the  lady  called  at  India  Street.  She  was  an  excep- 
tionally handsome  woman,  perhaps  fifteen  years  younger  than 
her  husband. 

The  underclothing  she  wore  was  spotlessly  white,  and  on 
examining  the  vagina,  there  was  no  purulent  discharge,  nay, 
more  than  that,  there  was  an  entire  absence  of  the  natural 
secretion  and  odour.  She  was  guilty.  The  lady  had  prepared 
herself  for  examination,  and  had  overdone  it ;  she  had  used  an 
astringent  lotion.  Had  she  employed  simply  tepid  water,  I 
should  have  been  placed  in  an  exceedingly  awkward  position. 
The  gentleman  called  in  the  afternoon,  and  I  had  to  admit  that 
I  found  nothing  by  which  he  could  have  been  infected,  but  that 
I  was  not  quite  satisfied.  The  husband,  of  course,  could  not 
understand  this,  and  I  said  that  I  should  like  to  see  her  with- 
out notice.  After  thinking  a  little  he  agreed  to  this,  and  next 
day  I  drove  out  some  miles  from  the  city,  and  arrived  at  a 
handsome  self-contained  villa,  standing  in  its  own  grounds.  I 
found  the  lady, "  one  more  unfortunate,"  lying  dead  drunk  at 
four  o'clock  on  a  summer  afternoon.  The  case  ended  in  the 
Court  of  Session. 

Paraplegia, — Sent  for  to  visit  D.  M.,  residing  on  the  South 
Side.  I  asked  the  messenger  who  was  in  attendance,  and  he 
replied  that  there  was  no  doctor ;  they  had  all  given  him  up. 
Two  or  three  of  the  most  eminent  men  in  the  city  had  seen 
him  in  consultation,  all  concurring  in  the  opinion  as  to  the 
necessarily  fatal  result  of  the  case.  I  found  a  man,  aged  forty- 
^ve,  with  dingy,  colourless  face,  body  reduced  to  a  skeleton, 
pulse  no.  Skin  clammy,  strong  ammoniacal  odour  from  the 
bed  on  which  he  lay.  On  proceeding  with  the  examination,  I 
discovered  that  the  poor  fellow  was  paraplegic,  that  his  urine 


ia4  A.  Patterson 

dribbled  away,  and  that  there  was  a  very  large  bedsore, 
exposing  nearly  the  entire  sacrum.  The  case  seemed  to  be 
altogether  hopeless,  yet  there  was  no  disease  of  the  spinai 
column  that  I  could  make  out,  and  patient  had  sustained  no 
injury  to  his  back.  Why  then  should  a  man  apparently  healAy 
some  months  previously  be  seized  with  parapl^ia  ? 

No.  3  could  do  no  harm,  so  it  was  prescribed,  I  freely 
admit  without  hope  of  doing  any  good.  Four  months  after- 
wards, to  my  intense  astonishment,  the  man  whom  I  fancied  in 
his  grave  walked  into  my  rooms  in  London  Street,  to  thank 
me,  as  he  said,  for  having  saved  his  life.  This  was  certainly 
one  of  the  most  extraordinary  cases  I  have  ever  encountered. 
Syphilitic  deposit  in  the  cord  probably.  * 

Foul  Shave. — An  inflamed  oblong  patch,  sometimes  puru- 
lent, more  frequently  scaly,  is  seen  on  each  side  of  the  fece, 
usually  confined  to  the  part  naturally  covered  by  hair,  altogether 
intractable  to  local  treatment. 

The  man's  constitution  has  had  more  to  do  with  it  than 
the  razor. 

Last  year  I  saw,  in  consultation  in  the  country,  a  lady  aged 
about  thirty,  who  for  some  months  back  has  complained  of 
pain  seated  about  the  seventh  cervical  vertebra,  with  numbness 
in  the  fingers  of  both  hands,  which  is  becoming  more  strongly 
marked.     She  has  also  some  difficulty  in  walking.  ^ 

The  actual  cautery  was  applied,  and  she  was  put  on  No.  3 
combined  with  iVth  of  Bichloride  to  each  dose.  She  was  well  in 
six  weeks. 

A  woman  was  admitted  to  Ward  12  in  the  Western 
Infirmary.  My  assistant  informed  me  that  she  had  been  sent 
with  malignant  disease  of  the  rectum  for  operation.  She  is 
forty  years  of  age,  with  her  face  scarred  and  seamed  all  over 
with  specific  cicatrices. 

I  looked  at  her  for  a  few  moments,  then  said  to  her  in  a 
low  tone,  "  When  were  you  last  in  the  Lock  ? "  "  Nineteen 
years  ago,  Dr  Patterson.  You  saw  me  there,"  she  replied. 
She  was  not  operated  on,  the  usual  remedy  slowly  putting 
matters  right. 

Brain  Case, —  Mrs  B.,  on  the  i6th  of  June  1898,  came  with 
her  son,  aged  nineteen  years,  anxious  to  know  if  anything  could 
be  done  to  save  him  from  being  sent  to  an  asylum.     He  « 
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semi  -  idiotic,  and  has  never  done  any  work.  The  mothier 
states  that  she  brought  him  to  me  when  he  was  five  months 
old  ;  that  he  then  had  spots  on  his  buttocks,  for  which  powders 
were  prescribed,  and  which  he  took  until  the  eruption  dis- 
appeared. She  says  that  I  then  warned  her  that  something 
would  probably  go  wrong  with  his  brain.  (This  guess  was 
made  probably  from  the  shape  of  his  head.)  I  think  there  can 
be  no  doubt  that  many  cases  of  madness  in  our  asylums  are 
due  to  syphilis,  chiefly  hereditary. 

Since  that  time,  he  has  always  complained,  less  or  more,  of 
pain  in  his  head.  In  one  of  his  erratic  freaks,  he  g^t  up  in  the 
middle  of  the  night,  put  on  his  father's  boots,  slipped  out  quietly, 
and  was  found,  three  days  afterwards,  lying  in  a  graveyard  at 
Port-Glasgow.  For  such  a  case  I  should  be  inclined  to  give 
No.  3  combined  with  -^th  grain  doses  of  Bichloride,  not 
perhaps  with  the  hope  of  cure,  but  with  the  great  probability  of 
improvement 

T.  B.,  when  six  years  of  age,  was  brought  to  me  by  his 
mother  eighteen  years  ago ;  the  poor  lad  a  semi-idiot,  the  face 
was  expressionless,  he  was  partially  blind  and  deaf,  the  saliva 
was  dribbling  from  his  mouth,  and  he  mumbled  his  words.  He 
was  shufiling  in  his  gait,  and  altogether  in  a-  sorry  plight  The 
usual  prescription  was  given  ;  this  he  continued  to  use  for  three 
years,  at  the  end  of  which  period  he  was  altogether  changed; 
a  wonderful  improvement  had  taken  place.  I  warned  his 
parents  that  he  must  not  be  allowed  to  use  his  brain.  Ftom 
that  time  until  three  months  ago  I  heard  nothing  of  him,  when 
a  fine  strapping  young  fellow,  wearing  spectacles,  walked  in, 
held  out  his  hand,  and  asked  me  if  I  knew  him.  "Yes,  I 
think  I  do,'*  I  replied,  "  but  you  have  grown  very  much  since 
I  saw  you  last  What  have  you  been  doing  ?  "  He  told  me 
tfiat  he  had  been  clerking  in  an  accountant's  oflice,  and  that  hi3 
head  began  to  get  so  painful  that  he  had  to  g^ve  up  his  situation. 
The  parents  called  next  day,  anxious  very  naturally  to  do  the 
best  they  could  for  their  son,  to  see  if  I  could  assist  them  by 
giving  an  opinion  as  to  what  he  might  undertake  with  safety. 
Thinking  for  a  little,  I  said  I  thought  he  might  try  mushroom 
growing  as  a  business ;  that  would  not  tax  him  much,  either 
physically  or  mentally,  and  that,  judging  from  what  I  had  read 
«pon  th^  matter,  quite  a  respectable  living  could  be  earned. 
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He  was  to  take  to  the  medicine  again,  and  continue  its  use. 
I  have  had  numbers  of  cases  of  a  similar  nature,  more  or  less 
marked,  chiefly  in  younger  children.  Few  cases  in  the  whole 
range  of  surgery  are  more  satisfactory'  to  me,  and  I  am  inclined 
to  hope  that  the  parents  feel  grateful. 

Shape  of  the  Palate  in  Hereditary  Syphilis, — In  many,  if  not 
in  all  cases  of  hereditary  syphilis,  the  arch  of  the  palate  diverges 
from  the  normal  shape,  assumes  the  shape  of  the  letter  V  more 
or  less,  at  times  terminating  posteriorly  in  cleft  palate.  These 
drawings,  made  by  Dr  Downie,  exhibit  very  well  what  I  mean. 

You  are  requested  to  see  a  child  aged,  say  twelve  months; 
it  has  vomiting,  it  has  slight  convulsions,  perhaps  oscillation 
of  the  eyeballs  ;  the  anterior  fontanelle  bulging.  It  looks  like 
tubercular  meningitis  certainly ;  see  that  there  are  no  mucous 
tubercles  around  the  anus,  nor  the  V-shapfed  palate* 

If  either  present,  put  the  child  on  grey  powder  twice  daily ; 
you  have  to  do  with  syphilitic,  not  scrofulous  meningitis,  and 
your  patient  is  likely  to  recover,  which  it  would  not  probably 
do  if  tubercular.  A  gentleman  comes  to  you  in  hot  summer 
weather,  and  he  tells  you  that  his  feet  sweat  very  much,  and 
that  there  has  been,  for  some  weeks,  on  the  inside  of  each  little 
toe,  a  sore  about  the  size  of  a  silver  three  penny  piece.  This  is 
a  tertiary  syphilitic  sore,  and  No.  3  puts  it  right.  A  man  who 
had  been  fighting,  struck  his  opponent  on  the  mouth  and  peeled 
one  of  his  knuckles.  This  occurred  six  weeks  ago,  and  the 
abrasion  has  never  healed.  Put  the  hand  and  arm  on  a  forearm 
splint,  and  put  your  patient  on  No.  3,  and  it  will  be  healed  in 
a  week's  time. 

Varicose  ulcers,  so  far  as  my  observation  extends,  are  very 
rare.  You  certainly  meet  with  ulcers  on  the  inside  of  the  1^ 
of  people  with  varicose  veins,  but  that  does  not  prove  that  they 
are  due  to  the  state  of  the  veins.  No.  3  cures  the  ulcers,  whilst 
it  does  not  affect  the  state  of  the  veins.  The  protean  forms 
which  syphilis  assumes  are  simply  wonderful,  the  only  disease 
at  all  presenting  the  same  difficulties  in  diagnosis  is  hysteria, 
which  simulates  almost  everything. 

Strongly  marked  Case. — May  1 898,  L.  B.,  aged  seven  years. 
— This  child  was  bom  at  the  full  time,  and  was  well  for  about 
six  weeks  after  birth,  when  a  rash  appeared  on  the  skin,  for 
which  he  came  under    my  care.      The  spots  disappeared  as 
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usual.  From  that  time  until  yesterday,  when  his  mother 
brought  him  to  the  Western  Infirmary,  I  had  not  seen  him. 
He  began  to  walk  about  the  age  of  eighteen  months,  but  was 
always  puny  and  delicate  and  not  over  intelligent,  although  no 
mental  defect  was  suspected.  About  a  year  ago,  i>.  when  hd 
was  six  years  old,  he  began  to  lose  the  power  of  his  l^[s,  and 
was  soon  quite  unable  to  walk.  About  the  same  time  signs  of 
mental  weakness  became  apparent,  and  these  have  gone  on 
until  now  the  lad  is  practically  in  a  state  of  complete  dementia. 
On  examination  the  boy  is  found  to  be  puny  and  anaemic, 
looking  more  like  a  child  of  thriee  than  of  seven  years.  The 
face  is  expressionless.  The  bridge  of  the  nose  is  depressed. 
The  teeth  are  very  bad,  and  such  of  them  as  remain  are  very 
irregular,  and  the  upper  molars  are  completely  gone,  and  the 
hard  palate  is  markedly  V-shaped.  The  child  from  time  to 
time  gives  utterance  to  apparently  automatic  and  meaningless 
cries  and  moans,  but  gives  no  sign  of  ordinary  intelligence. 
The  mother  has  had  a  number  of  miscarriages.  About  five  years 
ago  her  sight  began  to  fail,  and  for  the  past  two  years  she  has 
been  quite  blind,  otherwise  she  enjoys  good  health,  as  does  also 
the  father. 

Curability  of  Syphilis, — The  question  as  to  the  entire  and 
complete  eradication  of  syphilis  from  the  constitution  is  one 
frequently  put  by  the  patient  to  his  medical  attendant,  and  is 
one  which,  I  fear,  cannot  be  answered  in  the  affirmative  in 
every  case,  no  matter  how  long  the  course  of  treatment  may 
have  been  continued.  Before  giving  up  obstetrical  practice, 
now  many  years  ago,  I  had  attended  upwards  of  two  thousand 
cases  of  labour,  and  in  a  number  of  those  it  so  happened  that 
the  husbands,  when  unmarried  men,  were  known  to  have  had 
syphilis.  Cases  came  under  observation  where  five,  six, 
or  seven  years  from  the  contraction  of  the  disease  until 
marriage,  and  when  all  symptoms  had  been  absent  for  years, 
yet  abortions  and  children  distinctly  syphilitic  were  the  result 
of  marriage.  In  some  cases  the  child  is  bom,  to  all  appearance 
healthy,  when  at  a  period  somewhat  about  a  year  after  birth 
it  is  seized  with  convulsions  of  an  epileptiform  character, 
accompanied  by  bulging  of  the  anterior  fontanella  and  squint- 
ing, with  symptoms  much  resembling  those  of  tubercular 
meningitis,  with  this  in  addition,  that  in  some  cases  mucous 
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tobercles  make  their  appearance  on  either  side  of  the  anus — 
these  cases  are  curable  by  grey  powder. 

In  another  case,  between  one  and  three  years,  that  curiosity 
pemphig^  makes  its  appearance.  In  still  another,  between, 
perhaps,  the  years  of  seven  and  twelve,  circular  bald  patches 
form  on  the  head.  And  again,  the  child  may  reach  early  adult 
life,  when  an  eruption  resembling  nipia  covers  the  whole  body 
and  limbs,  and  in  connection  with  this  a  curious  form  of  ulcera- 
tion takes  place  on  the  posterior  surface  of  both  thighs.  If 
you  can  fancy  the  shoe  of  a  donkey  made  red  hot,  stamped 
with  the  open  end  downward  upon  each,  it  may  convey  an 
idea  of  the  shape  of  the  ulceration.  This  I  have  observed  only 
a  few  times,  and,  as  I  think,  in  constitutions  deeply  tainted. 

In  the  "International  Encyclopaedia  of  Surgery,"  Vol.  I., 
page  241,  in  the  article  on  Scrofula  and  Tubercle,  two  cases  of 
the  former  are  given,  and  the  author  states  that  **  each  of  them 
is  typical  in  its  kind."  And  "  a  woman,  whose  age  was  only 
fifty-nine,  but  who  was  prematurely  old.  She  was  white- 
haired,  anaemic,  weak  and  withered.  The  phalanx  of  her 
left  fore-finger  was  greatly  enlai^^,  and  covered  with  thin 
red  skin,  glazed  and  ulcerated.  Sinuses  passed  directly  into 
the  interior  of  the  bone,  which  was  as  if  blown  out  into  a 
thin  walled  cavity,  containing  a  soft  material  in  which  were 
numerous  grits  of  bone.  On  the  upper  aspect  of  each  foot 
was  a  circular  ulcer,  with  thin  red  undermined  edges,  through 
which  rough  and  carious  bcwie  could  be  reached.  And  over 
t]>e  left  patella  were  two  small  ulcers,  implicating  the  skin 
and  subcutaneous  tissue,  but  not  connected  with  disease  of 
bone.  Her  history  was  free  from  any  record  of  specific  disease. 
She  had  been  always  delicate,  and  about  five  years  ago  had 
become  completely  blind  from  optic  atrophy.  Within  the  last 
two  years,  abscesses  and  ulcers  had  formed  first  on  the  finger 
and  then  on  the  feet,  and  tiny  fragments  of  bone  had  come 
away  at  intervals.  She  was  kept  under  observation  during 
sevoal  weeks,  and  was  well  fed  and  warmly  clothed.  Quinine 
amd  iron  were  administered  and  the  wounds  were  dressed  with 
a  slightly  stimulating  ointment  But  she  made  little  or  no  pro- 
gress towards  recovery.  Referring  to  both  cases,  the  writer  says : 
^  No  (^e  would,  I  imagine,  be  disposed  to  deny  that  these 
patients  were  suffering  from  scrofula."     I  am.     The  case  so 
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graphically  described  was  a  typical  one  of  Tertiary  Syphilis^ 
and  not  curable  by  quinine  and  iron. 

Any  case  of  Rheumatic  Fever  which  terminates  by  leav- 
ing one  joint  in  a  state  of  acute  arthritis  has  been  possibly 
gonorrhoeal  in  origin.  This,  at  all  events,  is  the  result  of  my 
observation.  The  metacarpo-phalangeal  joint  of  the  thumb 
I  have  seen  thus  affected,  the  ankle  and  wrist  joints  also,  but 
one  knee  joint  most  frequently. 

On  the  15  th  of  March  1895,  I  received  a  note  from  a 
most  respectable  firm  of  Writers  in  this  city,  stating  that  "  We 
are  acting  for  Dr.  A.  in  an  action  by  him  against  an  Insurance 
Company  for  compensation  for  blood  poisoning,  from  which, 
as  you  are  aware,  he  is  suffering.  The  proof  takes  place  upon 
Monday  25  th  inst.,  and  we  propose  to  call  you  as  a  witness 
to  speak  ( i )  to  the  condition  of  a  patient  named  (name  given 
in  full),  who  was  admitted  to  the  Lock  Hospital  on  or  about 
the  1 7th  of  August  last,  and  from  whom  we  believe  the  disease 
was  communicated  to  Dr  A.,  and  (2)  generally  as  to  the 
nature  of  the  disease  and  the  period  within  which  it  manifests 
itself  after  inoculation.  I  looked  over  the  Journal  in  the  Lock, 
and  from  certain  circumstances  concluded  that  Dr  A.  could 
not  possibly  have  contracted  the  disease  from  the  party  named, 
and  on  a  member  of  the  legal  firm  calling  next  day  for  the 
purpose  of  precognosing  me,  I  gave  him  that  information.  I 
was  here  dropped  out.  A  few  days  after,  I  was  approached 
by  another  eminent  firm  of  Agents,  stating  that  they  wished 
me  to  appear  on  behalf  of  the  Insurance  Company.  They 
supplied  me  with  a  sheet  on  which  ten  questions  were  written, 
requesting  me  to  be  prepared  to  answer  them. 

The  questions  went  over  a  very  wide  range  in  connection 
with  syphilis,  and  although  I  suppose  I  could  have  answered 
them  all  fairly  well,  I  requested  my  friend  Dr  Wm.  Robertson, 
who  has  one  of  the  finest  libraries  on  the  subject  in  Britain,  to 
assist  me  in  answering,  as  I  wished  to  be  entirely  accurate. 

He  did  so  with  most  painstaking  accuracy.  His  answers 
are  too  elaborate  to  be  given  in  detail,  yet  his  reply  to  the  first : 

I.  What  is  the  ordinary  interval  between  inoculation  and 
the  appearance  of  a  chancre  ?     I  give  here  : — 

6  weeks  to  2  months,       Comil's  Syphilis,  page  33,  pub.  1882 
1 8th  to  35th  day,  Lauceraux,  vol.  i.,    „     70,     „     1868 
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loth  to  2Sth  day  Otis,  vol.  i.,  page  33,  pub.  1883 

14th  to  2 1  St  day,  Culver  Hayden,       „   170,     „     1891 

18  to  35  days,  Cooper, 

Aver.  2Sth  day,  Coulson, 

„     28th  day,  Berkeley  Hill, 

„      2  weeks,  Bumstead, 

„      2  weeks  to  a  month,  Morrows,  vol.  ii., 

>»      3  ^o  5  weeks,  Hutchinson, 


76,  . 

,  1884 

26,  , 

,  1869 

58,  . 

,  1868 

488,  . 

,  1883 

73.  . 

,  1894 

4.  , 

,  1887 

2.  What  is  the  shortest  interval  known  ?  Fourteen  days, 
Lauceraux,  page  72  ;  ten  days,  Culver  Hayden,  page  170. 

3.  What  is  the  ordinary  interval  between  the  primary  and 
the  secondary  symptoms  of  syphilis  ?     Six  to  eight  weeks. 

4»  What  is  the  shortest  period  known  ?  From  an  experi- 
mental inoculation  by  Lindwurm  in  this  case,  it  was  stated  to 
be  from  eight  to  fourteen  days,  Morrows,  vol.  ii.,  page  73. 

5.  Can  a  chancre  be  distinguished  with  certainty  from  a 
cauterised  wound  ?  The  cauterised  wound  heals  more  rapidly, 
without  involvement  of  neighbouring  glands. 

6.  In  an  attack  of  syphilis,  is  the  primary  sore  always 
recognisable  ?  The  induration  of  the  base  is  rarely  absent  in  a 
true  syphilitic  chancre.  Morrows,  vol.  ii.,  page  74.  Not,  in  my 
experience,  nearly  so  well  marked  in  the  female. 

7.  May  there  be  more  than  one  primary  sore  ?  No ;  one 
is  the  rule.  Multiplicity  is  one  of  the  diagnostic  marks  of  the 
simple  chancre.  The  sore,  followed  by  the  worst  sequelae  I 
have  known,  was  not  larger  than  the  head  of  a  large  pin. 

8.  May  primary  sore  appear  along  with  the  secondary 
symptoms  of  a  previous  attack?      Very  rarely. 

9.  Can  a  wound  on  the  hand  which  has  the  appearance  of 
a  chancre  be  the  result  of  anything  but  inoculation  with  syphi- 
litic poison  on  the  wound  itself?  Usually  not.  Yet  if  a  man 
who  has  a  syphilised  constitution  should  get  a  wound  on  the 
knuckle  it  may  assume  the  circular  form, ,  and  prove  very 
intractable  until  you  give  No.  3,  when  it  heals  at  once.  In 
this  case  the  ulcer  is  tertiary  and  level  with  the  surface  of  the 
skin,  and  wants  the  hard  border. 

10.  How  long  after  a  knife  wound  on  the  back  of  the 
finger  was  received  would  it  remain  susceptible  to  syphilitic 
poison  by  contact?     As  long  as  the  person  lived,  as  no  wound 
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or  abrasion  is  necessary  for  the  infection  by  contact  In  con* 
nection  with  the  same  case,  a  most  interesting  and  instructive 
article  on  "  The  Law  of  Medical  Confidentiality ''  appeared  in 
the  Scottish  Medical  and  Surgical  Journal  for  December  1 897, 
which  treats  of  this  and  analogous  cases  from  a  legal  point  of 
view.  It  is  worthy  of  note  that  in  ecclesiastical  cases  the 
Church  of  Scotland  can  compel  you  to  give  evidence,  whilst 
the  Free  and  United  Presbyterian  cannot  I  was  summoned 
to  appear  before  the  Select  Committee  of  the  House  of 
Commons  on  the  Contagious  Diseases  Acts,  and  gave  evidence 
before  that  body  on  the  4th  April  1882.  The  supporters  of 
the  Acts  deemed  vice  a  necessity,  and  vainly  imagined  that  by 
those  Acts  vice  could  be  rendered  safe.  A  more  delusive  dream 
never  entered  the  brain  of  man.  No  Act  of  Parliament  can 
fender  vice  safe,  and  no  Act  of  Parliament,  morally  wrong,  can 
be  politically  right  In  Paris,  where  the  State  regulation  of 
vice  has  been  carried  out  more  thoroughly  than  it  could  ever 
be  in  this  country  although  our  Acts  were  a  copy  of  the 
French  model,  and  where  it  has  been  in  force  for  nK>re  than  a 
hundred  years,  the  result  has  been  an  illegitimate  birth-rate  of 
26*2  per  cent,  with  a  dwindling  population.  In  London  at  the 
same  date  the  illegitimate  was  4*1,  and  in  Liverpool  3*1.  It 
would,  in  my  humble  opinion,  pass  the  wit  of  man  to  have 
devised  a  scheme  so  certain  to  produce  an  increase  of  vice  and 
disease  as  the  Contagious  Diseases  Acts.  I  then  was,  and  still 
am,  satisfied  that  the  Contagious  Diseases  Acts  were  hygicni- 
cally  a  gigantic  blunder,  and  morally  a  national  crime. 
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Physiology  of  foetal  life. 

(a)  Parasitism  upon  the  mother  through  the  placenta. 

ifi)  Life  in  a  fluid  medium  of  high  and  practically  constant 

temperature,  in  the  dark,  and  with  almost  complete 

protection  from  external  violence. 
{c)  The  dominant  placenta :  in  part,  the  organ  of  the  foetus, 

but  extra-corporeal.     General  quiescent  condition  of 

the  other  (intra-corporeal)  oi^ans  of  the  foetus, 
(rf)  Neo-foetal  period :   the  transition-period  between  em- 
bryonic and  foetal  life. 
\e)  Contrast  between  embryonic  and  foetal  physiological 

conditions.    Chief  result  of  foetal  physiological  activity 

is  growth  along  lines  laid  down   in   the  embryonic 

period. 
(/)  The  whole  organism  does  not  pass  out  of  the  embryonic 

into  the  foetal  period  at  the  same  moment :  projection 

of  the  embryonic  into  the  foetal  and  even  into  the 

post-natal  period  of  existence. 
Diseases  of  the  foetus. 

{a)  Foetal  diseases  are,  with  few  exceptions,  the  diseases  of 

post-natal  life,  modified   in   certain  ways.      Cause  of 

limited  knowledge  of  their  pathology. 
ip)  Classification  of  foetal  morbid  states. 

{a)  Idiopathic  diseases. 

(Jf)  Neoplasms. 

\c)  Transmitted  diseases. 

(d)  Transmitted  toxicological  states. 
{e)  Traumatic  morbid  states. 

(/)  Pathological  states  of  the  foetal  annexa. 
(^)  Pathology  of  foetal  death. 
{c)  Foetal  morbid  states  owe  their  peculiarities  to  : — 

1.  The  influence    of   the    intra-uterine  environment  as 

shown  in : — 

(a)  Foetal  fractures  and  wounds. 

IpS  Exanthemata  occurring  in  the  foetus,  e.g.^  variola, 
erysipelas,  etc. 

(c)  Foetal  ichthyosis. 

\d)  Maceration  (without  putrefaction)  and  mummifi- 
cation consequent  on  foetal  death. 

(e)  Foetal  rigor  mortis. 

2.  The  placental  factor  as  shown  in  : — 

(a)  The  possibility  of  the  coexistence  of  advanced 
pathological  change  and  foetal  vitality,  as  seen  in 
the  potential  morbidity  of  foetal  renal  disease  and 
the  potential  mortality  of  general  foetal  dropsy  and 
of  most  teratological  conditions  of  an  advanced  type. 

H 
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(d)  The  protection  afibrded  against  poisons  and  toxines 
in  the  maternal  circulation:  the  placenta  as  a 
filter,  a  barrier,  or  an  accumulator  of  poisons. 

(c)  The  entrance  of  germs,  toxines,  and  poisons  into 

the  foetus  from  the  mother:  the  placental  route 
practically  the  only  one:  the  mechanism  of  pla- 
cental transmission  and  the  circumstances  which 
modify  it :  the  position  of  primary  lesions  in  the 
foetus. 

(d)  The  lethal  effect  upon  the  foetus  of  lesions  of  the 

placenta  itself:    the  placenta  the  most  vital  and 

the  most  vulnerable  organ  of  the  foetus. 
3.  The  embryonic  factor  as  shown  in  : — 

(a)  The  modification  of  foetal  diseases  by  pre-existing 

malformations. 
(6)  The  coexistence  of  malformations  and  diseases  in 

the  foetus. 

This  lecture  deals  with  the  pathology  of  foetal  life.  The 
foetal  period  is  that  part  of  intra-uterine  life  which  lies  nearest 
to  the  post-natal,  and  its  pathology  Has  much  in  common  with 
that  which  is  met  with  after  birth.  It  is,  therefore,  convenient 
to  begin  the  study  of  antenatal  pathology  with  the  part  which 
in  its  manifestations  most  closely  resembles  the  morbid  pro- 
cesses of  later  life.  The  pathology  of  the  foetus  serves  as  an 
introduction  to  the  pathology  of  the  embryo ;  it  also  gives  an 
explanation  of  much  that  is  obscure  in  the  pathology  of  the 
new-bom. 

Physiology  of  Fcetal  Life 

As  it  is  necessary  to  be  acquainted  with  the  physiolc^y  of 
the  new-bom  infant  in  order  to  understand  the  peculiarities  of 
neo-natal  diseases,  so  a  knowledge  of  the  physiology  of  the 
foetus  throws  much  light  upon  foetal  pathology.  There  are 
several  problems  connected  with  this  subject  still  awaiting 
solution ;  but  enough  is  known  of  intra-uterine  life  to  help 
materially  in  elucidating  the  causes  of  intra-uterine  death. 

The  chief  feature  of  intra-uterine  life  is  its  parasitism. 
The  foetus  spends  the  whole  of  its  existence,  which  lasts, 
roughly  speaking,  about  seven  months  and  a  half,  in  the 
interior  of  the  utems :  it  is  immediately  surrounded  by  the 
liquor  amnii,  which,  serving  as  a  natural  water-cushion,  pro- 
tects it  from  sudden  shocks  and  jars ;   the  uterine  walls,  by 
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their  growth  and  distensibility,  allow  increase  in  size  and 
fireedom  of  movement  to  the  foetus,  whilst  they  shield  it  from 
harm,  and  maintain  by  their  vascularity  that  constant  tempera- 
ture so  needful  for  healthy  development ;  and,  external  to  the 
uterus,  are  the  partly  osseous,  partly  muscular  pelvic  and 
abdominal  walls,  which  serve  still  further  to  secure  the  safety 
of  the  tender  organism.  In  its  protected  position  the  foetus 
makes  little  call  upon  several  of  its  organs :  its  lungs  are 
absolutely  quiescent,  its  stomach,  intestine,  kidneys,  lymphatic 
glands,  and  skin  are  nearly  so.  The  heart  and  liver,  however, 
are  active ;  and  the  thymus,  thyroid,  suprarenal  glands,  and 
sympathetic  system  play  a  very  considerable  part  in  the  physi- 
ology of  intra-uterine  life.  The  brain  and  spinal  cord  are  quite 
capable  of  replying  to  all  demands  which  are  made  upon  them, 
their  activity  being  chiefly  of  the  reflex  type  during  this  period 
of  the  existence  of  the  organism.  The  most  important  and  the 
most  active  of  the  foetal  organs  has  not  yet  been  referred  to ; 
it  is,  doubtless,  extra-corporeal,  and  the  foetus  is  only  part- 
possessor  in  it ;  nevertheless,  it  is  the  dominating  influence  in 
foetal  life  and  is  absolutely  essential  to  the  unborn  infant 
Without  the  placenta  intra-uterine  existence  in  the  foetal  period 
is  impossible ;  with  it  in  a  healthy  condition  almost  all  the 
other  organs  may  be  dispensed  with.  Foetal  vitality,  although 
not  structural  integrity,  may  be  maintained  by  the  aid  of  the 
placenta  alone.  The  brain  and  spinal  cord  may  be  absent ; 
the  intestines  may  be  occluded  at  several  places  or  reduced  to 
a  few  coils ;  the  mouth  and  anus  and  nares  and  pharynx  may 
be  imperforate ;  the  lungs,  kidneys,  liver,  and  spleen  may  be 
absent ;  and  the  heart  may  be  little  more  than  a  dilatation  on 
the  chief  blood-vessels  ;  yet  so  long  as  the  placenta  is  available 
foetal  life  can  go  on.  Nay  more,  the  headless,  and  limbless, 
and  almost  trunkless  foetus  that  is  known  as  an  allantoido- 
ar^opagous  twin,  does  not  even  require  an  heart  in  order  to 
continue  in  life  so  long  as  he  can  maintain  a  connection  with  a 
comer  of  his  twin-brother's  placenta.  The  placenta,  then,  is 
physiologically  necessary  to  the  foetus,  and  the  foetal  economy 
is  complete  only  when  it  includes  the  umbilical  cord,  the 
placenta,  and  the  membranes.  The  important  facts  in  foetal 
physiology,  therefore,  are  the  preponderating  influence  of  the 
placenta,  which  is  really  lungs,  kidneys,  stomach,  and  liver  to 
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the  unborn  infant ;  and  the  characters  of  the  intra-uterine 
environment,  which  may  be  briefly  described  as  life  in  a  fluid 
medium  of  high  and  practically  constant  temperature,  in  the 
dark,  with  almost  complete  protection  from  external  violence. 
Fcetal  life  may  be  stated,  in  a  single  phrase,  to  be  parasitism 
upon  the  mother  through  the  placenta. 

Neo-foetal  Period 

It  must  be  remembered,  also,  that  just  as  post-natal  life 
begins  with  a  period  of  transition  or  readjustment  to  suit  new 
environmental  conditions,  a  period  named  the  neo-natal,  so  the 
passage  from  embryonic  to  foetal  life  is  marked  by  a  time  of 
adaptation,  which  may  be  called  neo-foetal,  during  which  the 
placental  economy  is  being  established.  The  neo-foetal  period 
may  be  regarded  roughly  as  coinciding  with  the  second  half  of 
the  second  month  of  intra-uterine  life.  After  the  fortieth  day 
the  new  organism  takes  on  a  form  which  can  be  recognised  as 
distinctly  human  ;  this  marks  the  end  of  the  embryonic  epoch. 
The  transition  form  is  seen  in  His's  Embryo  34  (Dr.).  There 
is  thus  a  sort  of  birth  before  birth,  a  transition  not  so  sharp  as 
that  which  occurs  at  the  ninth  month  of  foetal  life,  but  neverthe- 
less definite  enough  and  of  great  importance.  By  the  end  of 
the  third  month  the  "  new-bom  "  embryo  is  firmly  established 
under  the  placental  regime,  its  yolk-sac  connections  can  be 
dispensed  with  and  all  its  circulatory  activity  can  be  concen- 
trated in  the  allantoidal  union  with  the  decidua  serotina.  The 
transition  thus  accomplished  is  not  without  its  element  of 
danger ;  and  just  as  the  neonatal  period  is  very  fatal  to  the 
foetus  so  the  neo-foetal  is  very  destructive  to  the  embryo.  It  is, 
at  any  rate,  a  well  known  observation  that  intra-uterine  life  is 
very  often  brought  to  an  untimely  end  by  abortion  at  the  third 
month.  The  incidence  of  abortion  during  the  neo-foetal  period 
suggests  want  of  complete  adaptation  to  their  new  conditions 
of  life,  in  other  words,  a  defective  establishment  of  the  placental 
connections. 

Contrast  between  embryonic  and  foetal  physiological  conditions. 
— The  chief  result  of  the  physiological  activity  of  the  foetus  is 
rapid,  extraordinarily  rapid  growth  along  lines  which  have  been 
definitely  laid  down  in  the  embryonic  period.  In  this  respect 
it  contrasts  very  sharply  with  the  result  of  embryonic  activity. 
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From  the  chaos  of  that  germinal  globe  (the  morula  mass)  comes 
the  orderly  arrangement  of  the  embryonic  world.  Not  simple 
increase  but  evolution  is  the  striking  feature  of  the  life  of  the 
embryo :  it  is  a  period  of  arrangement,  of  planning,  and  the 
apparently  similar  cells  of  the  early  embryo  are  grouped 
together  to  form  the  various  organs  of  the  foetus.  If  a  foetus 
of  three  months  be  compared  with  one  of  nine  months,  it  can 
at  once  be  recognised  that  it  is  the  same  organism  ;  it  has  in- 
creased enormously  (twenty  times  at  least)  in  size,  but  with 
certain  slight  modifications  it  is  evidently  the  foetus  still.  Quite 
otherwise  is  it  with  the  embryo.  How  unlike  the  embryo  of 
fourteen  days  is  the  embryo  of  forty  days!  In  appearance, 
what  resemblance  is  there  indeed  between  the  blastodermic 
vesicle  and  the  fourteen  days'  embryo? 

While  it  is  perfectly  true  that  the  first  few  weeks  of  intra- 
uterine life  are  typically  embryonic  in  character,  and  the  re- 
maining weeks  typically  foetal,  it  must  at  the  same  time  be 
remembered  that  the  whole  organism  does  not  pass  out  of  the 
embryonic  into  the  foetal  period  at  one  moment  One  part  may 
be  in  the  embryonic  while  another  is  in  the  foetal.  The  osseous 
system,  for  instance,  carries  its  embryonic  character  of  evolution 
right  through  the  foetal  period.  Probably  no  two  parts  pass 
out  of  the  one  condition  into  the  other  at  just  the  same  time. 
This  projection  of  the  embryonic  into  the  foetal  must  be  con- 
stantly borne  in  mind  in  studying  the  patholc^y  of  the  foetus, 
just  as  the  projection  of  the  antenatal  into  the  neonatal  has  to 
be  taken  into  account  in  the  investigation  of  the  diseases  of  the 
new-bom.  Further,  the  embryonic  is  projected  even  into  the 
post-natal,  and  the  reproductive  organs  may  be  cited  as  an 
example  of  the  occurrence  of  evolution-changes  after  birth. 
Nevertheless,  the  rule  as  above  stated  holds  true  generally,  and 
it  is  in  the  meantime  more  important  to  remember  the  rule 
than  the  few  exceptions  to  it 

TAe  Diseases  of  the  Fcetus 

Foetal  pathology  is  characterised  by  diseases  as  distinguished 
from  embryonic  pathology,  which  has  malformations  and  mons- 
trosities as  its  peculiar  possession.  I  have  often  been  asked, 
"  What  are  the  diseases  to  which  the  foetus  is  liable  ? "  and  I 
have  of  late  invariably  replied  that  with  certain  inconsiderable 
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exceptions  it  was  liable  to  all  the  diseases  to  which  later  life 
was  liable.  Seven  years  ago  I  b^an  to  write  a  book  on  the 
diseases  of  the  fcetus ;  two  volumes  ^  have  been  published  and 
a  third  is  in  preparation,  and  in  these  three  I  have  dealt  with 
most  of  the  foetal  diseases  of  the  skin  and  subcutaneous  tissue, 
and  with  little  else !  I  had  not  been  long  at  my  task  before  I 
recognised  that  I  was  really  engaged  in  writing  a  system  of 
medicine  from  the  fcetal  standpoint,  and  I  congratulated  myself 
that  I  had  entitled  my  book  An  Attempt  towards  a  System  of 
Antenatal  Pathology,  In  a  broad  sense  it  may  be  stated  that 
the  pathology  of  the  foetus  is  coextensive  with  that  of  the 
adult.  The  foetus  enjoys  a  partial  immunity  from  the  attacks 
of  certain  parasites  which  produce  skin-diseases  in  extra-uterine 
life,  and  it  is  to  some  extent  protected  from  external  violence 
by  its  environment ;  with  these  exceptions  it  has  the  same 
wide  pathological  possibilities  as  has  the  child  or  the  adult 
Further,  it  is  apt  to  be  affected  with  certain  maladies  in  a  pecu- 
liarly aggravated  form.  Foetal  diseases  then,  are,  with  few 
exceptions,  the  diseases  of  post-natal  life,  modified  in  certain 
ways. 

Causes  of  limited  knowledge  of  fcetal  pathology, — It  may  be 
ui^^  that  if  it  be  true  that  the  foetus  is  liable  to  all  the 
maladies  of  post-natal  life,  it  is  surprising  that  they  are  not 
better  known  and  more  often  met  with  ;  and  it  may  be  added 
that  some  diseases  have  not  been  seen  even  once  in  the  foetus. 
These  difficulties,  however,  can  be  very  easily  explained  away. 
The  sick  foetus,  unlike  the  sick  child  or  adult,  is  not  available 
for  inspection  save  when  he  is  expelled  from  the  uterus,  an 
occurrence  which  may  take  place  at  any  period  in  the  course 
of  his  malady,  may  not  indeed  take  place  at  all  till  after  the 
incidence  of  intra-uterine  death  or  recovery.  If  a  physician's 
sole  knowledge  of  his  patient  consisted  of  a  single  peep  at  him 
once  in  a  period  of  seven  months,  it  is  not  to  be  expected  that 
his  acquaintance  with  his  maladies  would  be  either  extensive 
or  accurate.  Further,  if  he  were  unable,  should  his  patient  chance 
to  die,  to  make  a  post-mortem  examination  of  his  corpse  till  some 
days  or  weeks  had  elapsed  and  brought  with  them  structural 
changes,  it  is  not  likely  that  the  conditions  then  found  would 

>  J.  W.  Ballantyne,  Diseases  of  the  Foetus:  an  Attempt  towards  a  System  of 
AnUmUtU  Fathoiogy,    VoL  i.,  189a  ;  vol.  ii.,  1^5. 
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throw  much  light  upon  die  origmal  malady.  There  are  other 
reasons  why  the  pathology  of  the  foetus  is  comparatively  little 
known,  such  as  low  estimate  of  value  of  intra-uterine  life, 
absence  of  exact  knowledge  regarding  intra-uterine  physiology, 
invask>n  of  the  subject  by  such  unscientific  imaginings  as  those 
associated  with  maternal  impressions  ;  these  are  sufficient  to 
explain  the  lack  of  published  observations.  It  may  be  added^ 
however,  diat  the  peculiar  environmental  conditions  of  the 
foetus  and  the  projection  of  the  embryonic  element  into  its  life 
in  a  large  d^^ee  tend  to  mask  the  resemblance  between  its 
diseases  and  those  of  the  child  or  adult,  and  even  to  make  them 
appear  essentially  different 

Classification  of  foetal  morbid  states 

Many  systems  of  classification  have  been  recommended  by 
writers  on  foetal  pathology :  some  are  simple  catalogues,  others 
axe  pathological,  others  etiolc^ical,  others  regional,  others  prc^- 
nostic,  and  yet  others  combine  all  the  methods.  The  plan 
which  I  adopted  in  my  work  on  the  Diseases  of  the  FaetuSy 
and  further  elaborated  in  Teratologia}  may  be  regarded  as 
a  combination  of  the  regional  and  the  etiological  It  is  mani- 
festly far  from  perfect ;  it  is  indeed  intended  only  as  a  con- 
venient and  suggestive  method  of  g^rouping  together  many 
morbid  states.  It  consists  of  seven  primary  divisions :  Idio- 
pathic diseases,  neoplasms,  transmitted  diseases,  transmitted 
toxicolc^cal  conditions,  traumatic  morbid  states,  diseases  of 
the  foetal  annexa,  and  the  pathology  of  foetal  death.  The  last 
named  division  is  entirely  for  convenience,  and  will  be  dis- 
pensed with  when  the  pathologist  is  able  clearly  to  differentiate. 
between  the  changes  due  to  disease  and  those  that  arc  post- 
mortem. The  dimensions  of  the  first  group  (idiopathic  diseases) 
must  be  r^[arded  as  not  in  any  deg^ree  fixed,  for  future  investi- 
gations can  hardly  fail  to  enlarge  the  department  of  the 
transmitted  diseases  at  its  expense.  One  disease,  congenital 
elephantiasis,'  seems,  at  present,  to  be  on  its  way  from  the 
idiopathic  to  the  transmitted  division.  With  regard  to  the 
neoplasms,  there  can  be  no  doubt  that  their  origin  in  the  foetal 
period    is  more  than  questionable  ;    the  dermoids,  the  tera- 

^  Teratologia^  vol.  ii.,  Index,  p.  333.     1895. 
*  Tram,  EeUm,  06st,  Soe.^  xxi  35.     1896. 
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toids,  the  teratomata,  and  the  included  foetuses  are  certainly 
embryonic  or  germinal  rather  than  foetal ;  but,  as  has  been 
already  insisted  upon,  the  classification  is  intended  for  conveni- 
ence rather  than  for  strict  accuracy,  and  in  the  meantime  the 
tumours  may  be  allowed  to  remain  in  it  A  glance  at  the 
accompanying  scheme  will  serve  to  give  an  idea  of  the  scope  of 
the  pathology  of  the  foetus. 

I.  Idiopathic  diseases — 

1.  Subcutaneous  tissue  and  skin,  e,g.  general  dropsy, 

ichthyosis. 

2.  Osseous  system,  e^,  foetal  rickets,  achondroplasia,  etc. 

3.  Digestive  system,  eg.  foetal  ascites,  peritonitis,  etc 

4.  Respiratory  system,  eg,  pneumonia,  hydrothorax,  etc 

5.  Circulatory  system,  eg,  foetal  endocarditis,  hydroperi- 

cardium,  etc 

6.  Haemopoietic  system,   eg.   inflammation  of  thymus, 

thyroiditis,  etc 

7.  Genito-urinary  system,  e,g,   foetal  nephritis,    dilated 

bladder,  etc 

8.  Nervous  system,  e,g,  paralyses,  contractures,  etc 

II.  Neoplasms — 

1.  Tumours  of  the  head  and  face,  e,g.  fibro-chondromata, 

cysts,  etc 

2.  Tumours  of  the  neck,  e,g,  cysts,  chrondromata,  etc 

3.  Tumours  of  the  trunk,  sacral  and  coccygeal  cysts, 

fibromata,  etc 

4.  Tumours  of  the  limbs,  e,g.  exostoses,  lymphang^omata, 

etc. 

5.  Tumours  of  the  internal  organs,  eg.  sarcomata,  rhabdo- 

myomata,  etc. 

III.  Transmitted  diseases — 

1.  Syphilis. 

2.  Exanthemata,  malaria,  etc 

3.  Tuberculosis,  sepsis,  elephantiasis,  etc 

IV.  Transmitted  toxicological  states — 

1.  Lead-poisoning,  etc 

2.  Alcoholism. 

3.  Poisoning  by  morphia,  atropine,  mercury,  etc 

V.   Traumatic  morbid  states — 

1.  Fractures. 

2.  Dislocations. 

3.  Wounds. 

4.  Spontaneous  amputations  (?). 
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VL  Pathological  conditions  of  the  fcetal  annexa — 

1.  Placenta,  e,g.  tubercle,  oedema,  cysts,  etc. 

2.  Umbilical  cord,  eg  tumours,  tearing,  etc. 

3.  Chorion,  e^,  cystic  d^eneration,    abnormal    vascu- 

larity, etc. 

4.  Amnion   and    liquor    amnii,    eg,    adhesions,   bands, 

hydramnios,  etc. 

5.  Decidual  membranes,  eg,  inflammation,  etc. 

VI  I.  Pathology  of  foetal  death- 
ly Maceration,  mummification,  dissolution. 

2.  Rigor  mortis. 

3.  Putrefaction. 

It  will  be  seen,  therefore,  that  even  if  we  relegate  all  the  mal- 
formations and  monstrosities  to  the  embryonic  period  of  ante- 
natal life,  there  still  remains  a  long  series  of  morbid  conditions 
which  may  be  justly  named  foetal.  It  is  now  my  purpose  to 
attempt  to  show  how  these  foetal  morbid  states  owe  their 
peculiarities  to  certain  modifying  environmental  and  projected 
embryonic  conditions. 

Influence  of  the  intra-utertfie  environment  on  fcetal 

pathology 

Many  of  the  peculiarities  of  foetal  morbid  states  find  an 
explanation  in  the  altogether  special  conditions  which  charac- 
terise intra-uterine  existence.  This  influence  is  evident  in  most 
foetal  maladies,  but  it  will  suffice  to  draw  attention  to  its  pre- 
sence in  connection  with  fractures  and  wounds,  with  the  exan- 
themata, with  ichthyosis,  and  with  the  phenomena  of  foetal 
death. 

[a)  Foetal  fractures  and  wounds, — Apart  from  the  great 
traumatism  of  birth  the  foetus  is  singularly  free  from  accidents. 
Now  and  again  cases  of  severe  maternal  injury  in  which  the 
foetus  has  participated  are  put  on  record.  For  instance,  in 
cow-horn  Caesarean  section  the  foetus  is  sometimes  wounded, 
and  in  gunshot  injuries  of  the  maternal  abdomen  the  bullet  has 
been  known  to  lodge  in  the  body  of  the  unborn  infant ;  but 
such  cases  are  the  rarities  of  surgical  literature,  and  the  records 
of  fractures  and  wounds  ascribed  to  contre-coup  in  maternal  falls 
or  contusions  must  be  received  with  some  scepticism.  Some 
time  ago  Dr  W.  Easby  of  Peterborough  communicated  to  me 
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the  details  of  a  case  in  which  the  left  clavicle  at  birth  had  the 
appearance  of  a  badly  united  fracture.  The  child  was  a.healthy^ 
well-formed  girl,  with  no  other  deformities  and  no  osseous  fra- 
gility. There  was  nothing  in  the  labour  or  pregnancy  to  suggest 
an  explanation  of  the  state  of  the  clavicle.  Cases  have  been 
reported  in  which  a  cicatrix  was  found  over  the  site  of  the 
united  fracture,  and  it  has  been  thought  that  this  represented 
an  intra-uterine  compound  fracture.  In  the  case  of  the  leg  and 
arm  bones  the  fracture  has  been  met  with  associated  with  partial 
or  complete  absence  of  one  of  the  bones  or  other  malformation^ 
e,g,  partial  defect  of  the  fibula  in  cases  of  fracture  of  the  tibia» 
etc  To  my  mind  these  observations  rather  support  the  idea 
that  intra-uterine  fractures  rarely  arise  through  external  violence  ; 
it  would  seem  as  if  they  had  their  origin  in  what  may  be  called 
amniotic  traumatism.  It  is  conceivable  that  through  the  forma- 
tion of  an  amniotic  adhesion,  the  trace  of  which  is  left  in  the 
cicatrix,  the  soft  cartilage  of  the  developing  bone  is  distorted^ 
perhaps  even  broken,  and  the  appearance  of  a  healed  fracture 
produced.  According  to  this  view  the  accompanying  anomalies^ 
defect  of  a  bone  or  of  part  of  one,  would  be  easily  explicable  by 
amniotic  pressure.  The  cases  in  which  numerous  fractures  have 
been  found  at  birth  do  not  come  into  this  category  ;  they  are 
probably  always  due  to  extraordinary  fragility  of  the  whole 
osseous  system,  a  fragility  so  great  that  slight  traumatic  causes^ 
such  as  jolts,  would  be  sufficient  to  produce  them.  The  intra- 
uterine environment,  therefore,  has  this  double  modifying  effect 
upon  foetal  tramatic  states  :  it  makes  fractures  from  external 
violence  very  rare  except  when  there  is  abnormal  brittleness  of 
the  bones,  and  it  leads  through  the  occasional  occurrence  of 
amniotic  bands  and  pressure  to  the  formation  of  so-called 
"  badly-united  fractures." 

With  r^ard  also  to  the  cases  of  wounds  on  the  skin  of  Ae 
fcetus  or  areas  of  absence  of  the  skin,  there  can  be  no  doubt 
that  they  are  not  commonly  caused  by  maternal  traumatism — 
indeed,  the  history  of  accidents  is  usually  entirely  wanting; 
th^  find  an  explanation  in  the  tearing  through  of  amniotic 
bands  during  the  process  of  parturition.  Similarly,  the  so^ 
called  foetal  or  spontaneous  amputations  are  scarcely  traumatic 
in  the  ordinary  sense  of  the  term,  although  they  may  be  doe 
sometimes  to  funic  or  amniotic  pressure  acting  in  a  somewhat 
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traumatic  manner.  These  morbid  states  lie  on  the  border  line 
between  fcetal  pathology  and  teratology ;  for  they  afiect  struo' 
tures  which  retain  their  embryonic  characters  when  the  other 
parts  of  the  oi^anism  have  passed  into  the  foetal  period. 

(a)  Exanthemata. — The  modifying  effect  of  environment  is 
seen  also  in  the  characters  which  some  of  the  exanthemata  take 
on  when  they  occur  in  utera  Foetal  variola  is  a  case  in  point 
The  eruption  resembles  that  which  occurs  on  mucous  surfaces 
in  later  life,  a  fact  which  is  probably  due  to  the  influence  which 
the  circumambient  liquor  amnii  exerts  upon  the  skin  of  the 
foetus.  It  is  uncommon,  also,  to  find  a  noteworthy  formation 
of  crusts,  and  the  resulting  cicatrices  are  very  little  marked. 
The  pustules  do  not  appear  to  affect  the  face  to  the  same  extent 
as  they  do  in  the  small-pox  of  later  life  ;  this  may  be  ascribed 
to  the  fact  that  in  utero  the  face  is  not  more  exposed  to  the 
light  than  any  other  part  of  the  body.  The  external  mani- 
festations of  erysipelas  seem  to  be  rare  in  the  foetus ;  probably 
their  place  is  taken  by  internal  morbid  changes,  such  as  endo- 
carditis, an  instance  of  which  has  been  recorded  by  Bidone.^ 

(c)  Foetal  Ichthyosis^  etc. — Some  of  the  idiopathic  maladies 
also  show  the  effects  of  the  antenatal  environment :  in  foetal 
ichthyosis,  for  instance,  the  absence  of  friction  may  be  r^arded 
as  one  at  least  of  the  causes  of  the  enormous  epidermic  thicken- 
ing which  is  so  characteristic  of  the  disease.  That  the  liquor 
amnii,  which  is  usually  protective,  may  under  certain  circum- 
stances become  pathogenic,  is  suggested  by  the  experiments  of 
E.  Opitz,^  who  found  that  the  liquor  amnii  in  hydramnios,  when 
injected  into  animals,  increased  the  formation  of  lymph  and 
greatly  irritated  the  kidneys,  while  normal  liquor  amnii  had  no 
such  effects. 

{d)  Foetal  death. — When  Ae  foetus  dies  in  the  interior  of 
the  uterus,  the  post-mortem  changes  which  ensue  are  rarely  of 
a  putrefactive  kind,  and  this  peculiarity  finds  its  explanation  in 
the  foetal  environment  In  its  intra-uterine  position  the  foetus 
is  protected  from  putrefactive  oi^anisms,  save  only  in  the  cases 
in  which  rupture  of  the  membranes  has  taken  place  some  time 

^  Bklone,  E.,  "Erisipela  materna — Endocardite  streptococcica  fetale,'*  Teraio- 
l^gia^  voL  L  p.  182,  1894. 

*  Opita,  E.,  <*  Beitriige  zur  iEtiotogie  des  Hydramnios,"  Cen/r.  /.  G/fM,,  xxii. 
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before  the  supervention  of  labour.  Further,  it  is  surrounded  by 
the  warm  liquor  amnii,  a  medium  which  specially  favours  the 
occurrence  of  the  macerative  changes  which  are  the  patho- 
logical expression  of  foetal  death.  Maceration,  then,  is  the  pro- 
cess which  the  foetal  body  undergoes  when  death  occurs  in 
utero  and  when  the  membranes  remain  unruptured.  Occasion- 
ally, however,  another  non-putrefactive  change  is  met  with,  viz., 
mummification,  the  result  of  which  is  the  production  of  the 
foetus  compressus,  or  papyraceus.  This  occurs  more  especially 
when  the  dead  foetus  is  not  alone  in  the  uterus,  but  is  in  the 
presence  of  a  living  twin,  which  in  the  process  of  growth  pushes 
it  to  one  side  and  compresses  it  Mummification  seems  specially 
to  characterise  early  foetal  or  neo-foetal  death.  In  cases  of  intra- 
uterine death,  therefore,  the  peculiarities  of  the  environment  not 
only  impress  themselves  upon  the  foetal  organism,  but  also  have 
an  important  and  beneficial  effect  upon  the  mother,  saving  her 
in  many  cases  from  blood-poisoning. 

There  is  one  point  in  connection  with  foetal  death  to  which 
I  must  allude,  for  it  has  an  important  medico-l^al  bearing ;  I 
refer  to  rigor  mortis  in  the  unborn  infant  There  is  no  evidence 
to  show  that  the  foetal  environment  prevents  the  occurrence  of 
rigor  mortis,  yet  it  is  commonly  believed  that  if  the  new-bom 
infant  show  post-mortem  rigidity,  it  must  of  necessity  have  been 
alive  at  the  time  of  birth.  This  dictum,  which  has  Caspar's 
weighty  authority  to  support  it,  has  not  seldom  had  an  important 
bearing  in  cases  of  trial  for  child  murder.  I  have  elsewhere  * 
entered  fully  into  this  subject,  and  have  proven,  both  from 
personal  observations  and  from  literature,  that  the  foetus  which 
dies  in  utero,  even  when  it  is  also  premature,  shows  unmistak- 
able rigor  mortis,  and  that  this  muscular  rigidity  may  be  the 
cause  of  difficulty  in  labour.  The  immature  condition  of  the 
muscular  system  and  the  peculiar  environment  may  lead  to  a 
shorter  and  less  intense  rigidity  ;  but  that  it  occurs  is  certain. 

In  the  various  instances  which  I  have  cited  the  modifying 
effects  of  the  intra-uterine  environment  have  been  considered 
without  any  reference  to  its  most  important  factor,  the  in- 
fluence of  the  placenta.  I  must  now  deal  specially  with  the 
r61e  of  the  placenta. 

The  placental  factor  in  foetal  pathology. — The  predominant 

*  Ballantyne,  J.  W.,  **  Rigor  mortis  in  the  Foetus,"  Teratohgia,  ii.  96,  1895. 
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part  played  by  the  placenta  in  the  physiology  of  the  foetus 
has  been  referred  to ;  it  has  an  equally  important  effect  upon 
its  pathol(^icaI  developments.  Its  action  may  be  looked  at 
from  several  standpoints. 

In  the  first  place,  the  presence  of  the  placenta  makes  it 
possible  for  the  foetus  to  be  diseased  in  structure  to  a  very 
advanced  d^ree  without  the  suspension  of  its  vitality.  An 
enormous  amount  of  morbid  change  may  be  present  without 
the  cutting  short  of  intra-uterine  life.  So  long,  for  instance, 
as  the  foetal  malady  attacks  organs  whose  functions  are 
performed  in  whole  or  even  in  part  by  the  placenta,  the 
induced  morbidity  is  only  potential.  The  lungs  may  be  solid 
from  pneumonia  and  yet  no  inconvenience.be  caused  to  the 
fcetus  qu«l  the  state  of  its  lungs  so  long  as  the  placental 
economy  is  maintained.  The  kidneys  may  have  their  whole 
substance  converted  into  cysts  without  the  foetus  suffering  to 
any  appreciable  extent,  and  the  intestinal  canal  may  be  blocked 
in  several  places  without  symptomatological  effects.  The 
potential  morbidity  of  intra-uterine  life  becomes  real  at  birth  ; 
for  instance,  an  imperforate  condition  of  the  bile-ducts  which 
has  not  interfered  with  foetal  health  b^ins  to  set  up  marked 
symptoms  as  soon  as  there  is  an  organic  severance  from  the 
maternal  economy.  The  potential  mortality  of  the  foetus  is 
another  effect  of  the  placental  predominance.  An  amount 
of  structural  change  quite  incompatible  with  extra-uterine 
existence  may  be  present  in  utero  without  causing  foetal  death. 
A  foetus  with  general  dropsy  may  come  to  the  full  term  with 
its  peritoneal,  pericardial,  and  pleural  cavities  loaded  with 
fluid  and  with  advanced  changes  in  its  internal  organs ;  it 
may  even  show  signs  of  life  at  birth ;  yet  it  invariably  dies 
in  a  few  minutes  or  at  most  hours  thereafter.  The  genera] 
dropsy  was  compatible  with  an  intra-uterine,  but  not  with  an 
extra-uterine  existence.  With  the  occurrence  of  birth  the 
infant  found  itself  in  conditions  in  which  its  diseased  organs 
were  no  longer  able  to  conserve  life :  the  potential  mortality 
became  real.  I  have  already  referred  to  the  enormous  amount 
of  teratological  change  which  might  be  present  in  the  foetus 
without  causing  its  intra-uterine  death.  It  is  thus  possible 
for  a  monstrous  embryo  to  be  bom  into  its  neofoetal  period 
of  existence  and  to  be  carried  through  the  whole  of  foetal  life 


126  J.  IV.  Ballantyne 

without  interruption.  The  monstrosity  is  produced  in  the 
embryonic  epoch,  but  the  wrong  lines  of  development  then 
laid  down  continue  to  be  followed  in  the  foetal  period,  and  the 
process  is  only  brought  to  a  conclusion  by  death,  when  the 
organism  is  projected  into  a  non-placental  environment.  In 
this  manner  the  placenta  by  preventing  intra-uterine  death 
no  doubt  often  saves  the  mother  from  the  risks  of  premature 
confinement ;  but  for  this  effect  the  prolongation  of  the  life 
•of  a  diseased  or  monstrous  foetus  would  seem  to  be  an 
unmixed  evil.^ 

The  placental  factor  in  foetal  pathology  may  be  looked 
at  from  a  second  standpoint :  the  placenta  may  be  regarded 
as  a  protection  to  the  foetus,  as  a  barrier  preventing  sometimes, 
if  not  always,  the  passage  of  poisons  and  toxines  from  a 
diseased  maternal  organism  to  the  foetus.  Porak^  and  others 
have  experimentally  demonstrated  some  of  the  ways  in  which 
the  placenta  acts  with  regard  to  poisons  in  the  maternal  cir- 
culation. It  has  been  shown  that  it  has  a  real  affinity  for 
some  toxic  substances,  and  in  it  accumulate  copper  and 
mercury,  but  not  lead.  In  addition  to  its  pulmonary,  renal, 
and  intestinal  functions,  the  placenta  fixes  glycogen  and  acts 
as  an  accumulator  of  poisons,  and  so  resembles  in  its  action 
the  liver  in  the  adult.  But  the  storing  up  of  poisons  in  the 
placenta  is  not  so  general  as  the  accumulation  of  them  in 
the  liver  of  the  mother.  While  the  placenta  stores  up  poisons, 
it  does  not  on  that  account  altogether  prevent  their  passage 
into  the  foetal  tissues,  it  does  not  act  as  a  complete  barrier. 
It  offers,  however,  a  varying  degree  of  obstruction  to  their 
passage ;  it  allows  copper  and  lead  to  pass  easily,  arsenic 
with  greater  difficulty,  and  mercury  apparently  not  at  all,  for 
Porak  always  found  it  in  the  placenta  and  never  in  the  foetal 
•organs.  These  observations,  it  must  be  remembered,  were 
made  on  guinea-pigs  and  do  not  of  necessity  apply  to  the 
human  subject ;  but  in  the  absence  of  other  evidence  they 
have  a  considerable  value. 

With  regard  to  the  action  of  the  placenta  as  an  accumulator 
of  pathogenic  microbes  and  their  toxines,  and  as  a  barrier  to 
their    passage  to  the  foetus,  a  great  deal   has  been   learned 

'  Ballantyne,  J.  W.,  British  Medical JourtuU^  voL  I  for  1892,  p.  321. 
•^  Porak,  Arch,  de  mid,  expir,  et  cTamU,  path,^  vi.,  192,  1894. 
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diiring  the  last  fifteen  or  twenty  years ;   but  the  problems 
which  yet  remain   for  solution  are  very   numerous  and    the 
difficulties  associated  with  them  are  extraordinary.     The  idea 
that  the  placenta  acts  always  as  a  filter,  keeping  back  the 
bacilli  and  cocci  which  may  be  present  in  the  maternal  cir- 
culation and  so  saving  the  foetus  from  their  evil  effects,  must 
be  abandoned.     That  the  placenta  acts  often  as  a  prophylactic 
filter  is  also  open  to  grave  doubt.     Bacteriological  researdies 
have  shown  that  through  it  can  pass  the  bacilli  of  anthrax, 
of  fowl  cholera,  and  of  typhoid  fever,  the  pneumococcus,  the 
streptococcus,  the  spirillum  obermeieri,  the  bacillus  of  glanders, 
the  pathogenic  organism  of  hydrophobia,  and  the  haematozoon 
of  inalaria.     Further,  it  is  not  necessary  to  admit  the  existence 
of  a  placental  lesion  to  explain  the  passage  of  the  micro- 
oi|;anism,  for  in  the  case  of  animals,  at  any  rate,  the  most 
rigorous  examination  of  placentas  through  which  bacteria  have 
been  transmitted   has  shown   neither  macroscopic  nor  micro- 
scopic changes   in  them.     For  the  infants  of  even  seriously 
tubercular  women  to  be  found  showing  tubercular  changes  at 
birth  is  a  rare  occurrence,  and  it  is  only  during  recent  years 
that  congenital  tuberculosis  has  been  definitely  proven  by  the 
discovery  of  the  tubercle  bacillus  in  the  foetal  tissues  and  in 
the  placenta.     In  this  disease,  therefore,  if  in  any  it  might  be 
expected   that  the  beneficent  r61e  of  the  placenta  would  be 
demonstrable.     Georges  Kiiss,^  who  has  recently  investigated 
the  whole  question  of  tubercular  heredity  in  a  very  complete 
fashion,  is  of  opinion  that  even  when  the  tubercle  bacilli  make 
their  way  into  the  placenta  that  structure  has  still  the  power 
of  protecting   the    foetus   from  •  the    microbic    invasion.      He 
adduces  in  support  of  his  statement  the  two  cases  of  Lehmann 
in  which  the   infants  were  free  although  the  placentas  were 
tubercular,  and  those  of  Schmorl  and  Kockel  in  which,  although 
there  was  placental  tuberculosis  and  some  bacilli  were  found 
in  the  vessels  of  the  chorion,  yet  neither  the  microscopic  nor 
experimental    inoculations    revealed    the    presence    of    foetal 
bacillosis.      Kiiss  also  noted    that    the  foetuses  that  showed 
infection  always  had  a  much  less  marked  bacillosis  than  might 
have  been  expected  from  the  intensity  of  the  maternal  blood- 
infection  and  from  the  advanced  state  of  the  placental  lesions. 

'  Kttss,  G.,  De  VhiridiU parasiiairt  de  la  tuberculose  humaine,     Paris,  1898. 
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It  seems,  therefore,  fair  to  conclude  that  in  tuberculosis,  at  any 
rate,  the  number  of  germs  that  pass  through  the  placenta 
must  be  very  small.  It  must  also  be  borne  in  mind,  however, 
that  even  where  the  oi^ans  of  the  foetus  of  a  tubercular  mother 
appeared  healthy,  inoculation  of  animals  with  pieces  of  them 
set  up  in  some  instances  undoubtedly  tubercular  processes. 
Possibly  infective  toxines  may  pass  even  when  the  bacilli  do 
not.  The  placenta  cannot,  therefore,  be  regarded  as  a  complete 
or  certain  barrier  to  microbic  invasions  even  in  the  best  cir- 
cumstances. 

Thirdy  it  is  now  necessary  to  look  at  the  placental  factor 
from  quite  the  opposite  standpoint,  viz.,  as  the  chief  if  not  the 
only  avenue  of  access  for  germs  to  the  foetus.  Practically  the 
only  other  way  possible  from  the  mother  to  the  foetus  is  by 
the  liquor  amnii.  Certainly  the  researches  of  Ferrari  ^  on  the 
structure  of  the  amniotic  membrane  seem  to  show  that  through 
its  stomata  materials  may  pass  from  the  lymphatic  system  of 
the  mother  into  the  liquor  amnii  and  then  to  the  foetus  by  the 
mouth  and  intestinal  tract.  While,  however,  it  is  right  to 
regard  this  as  a  possible  mode  of  entrance,  it  cannot  be  looked 
upon  as  a  common  one.  Probably  "  water-borne  infection  "  is 
very  rare  in  the  foetus.  It  follows,  therefore,  that  the  placental 
route  is  practically  the  only  one  from  mother  to  foetus ;  and 
it  is  a  matter  of  some  importance  to  determine  the  circum- 
stances that  increase  or  diminish  placental  permeability  to 
poisons  and  germs.  This  inquiry,  of  course,  raises  the  whole 
question  of  the  mechanism  of  placental  transmission,  and  into 
that  I  have  not  time  to  enter ;  but  one  or  two  important 
conclusions  may  be  referred  to.  It  is,  for  instance,  apparent 
from  the  study  of  the  comparative  anatomy  of  the  placenta 
that  its  permeability  must  vary  in  different  species  according 
to  the  thickness  of  tissue  intervening  between  the  maternal 
and  foetal  circulations.  It  would  appear  from  the  extensive 
researches  of  Duval  that  in  this  respect  the  human  placenta 
occupies  an  intermediate  position  between  that  of  the  rodents 
and  that  of  the  ruminants.  In  the  rodent  the  barrier  is  very 
slight ;  in  the  ruminant  there  is  a  fourfold  barrier,  two  capillary 
walls  and  two  epithelial  layers,  between  the  maternal  and  the 
foetal  blood.     There  would  seem  to  be  no  need  for  a  lesion  in 

^  Ferrari,  P.  L.,  Z^  Sperinuntale^  Ann.  xlix.,  sez.  biologica,  £asc.  1.,  p.  62,  1895. 
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the  former  case,  while  in  the  latter  some  morbid  change  would 
almost  appear  to  be  necessary  before  germs  or  their  toxines 
could  pass  from  mother  to  foetus.  Again  there  is  reason  to 
believe  that  placental  permeability  varies  at  the  different  epochs 
of  pregnancy ;  this  conclusion  seems,  at  any  rate,  to  be 
warranted  in  the  case  of  the  rodents.  The  experiments  of 
Charrin  and  Duclert  ^  are,  however,  full  of  interest  in  relation 
to  the  question  of  placental  transmission,  and  deserve  notice. 
These  observers  found  that  certain  conditions  of  the  maternal 
blood  favoured  the  passage  of  germs  through  the  placenta ; 
the  presence  in  the  blood  of  microbic  toxines,  ^^.,  tuberculine, 
as  well  as  of  acetate  of  lead,  alcohol,  or  lactic  acid,  seemed  to 
diminish  in  a  marked  manner  the  impermeability  of  the 
placenta.  Previous  inoculation  with  corrosive  sublimate,  on 
the  other  hand,  seemed  to  make  it  more  difficult  for  microbes 
to  pass.  It  would  almost  appear  as  if  the  prolonged  presence 
of  the  microbes  in  the  neighbourhood  of  the  barrier  led  to  the 
breaking  down  of  it  by  the  action  of  the  toxinic  products  of 
microbic  vitality.  The  experiments,  it  must  be  borne  in  mind, 
were  performed  on  guinea-pigs ;  nevertheless  they  have  at 
least  a  suggestive  value  as  regards  the  human  subject 

There  can  be  no  doubt,  therefore,  that  although  its  per- 
meability varies  the  placenta  is  the  avenue  by  which  germs  and 
poisons  reach  the  foetus.  This  circumstance  has  a  very  con- 
siderable bearing  upon  the  position  of  primary  lesions  in  the 
foetus.  The  infection  reaches  the  body  of  the  unborn  through 
the  blood,  and  traverses  first  the  placenta  and  the  umbilical 
cord,  then  the  umbilical  vein,  then  either  the  liver  or  the  ductus 
venosus,  then  the  heart,  and  so  is  distributed  to  the  whole 
organism.  It  is  no  matter  for  wonder,  therefore,  that  the 
primary  pathological  changes  are  commonly  found  in  the 
placenta,  liver,  or  heart.  In  this  way  it  is  quite  easy  to  under- 
stand how,  in  such  a  case  as  that  reported  by  Bidone,  erysipelas 
in  the  mother  does  not  produce  skin  lesions  in  the  foetus  but 
streptococcic  endocarditis.  The  locality  of  the  lesions  is 
determined  by  the  route  of  invasion.  Similarly  in  congenital 
tuberculosis  it  is  rare  to  find  the  morbid  process  in  the  lungs, 
and  in  half  the  certain  reported  cases  the  pulmonary  tissue  was 
devoid  of  lesions.     It  is  true  that  the  liver  was  not  invariably 

^  Charrin  et  Dadert,  Compt.  rend,  Soc.  de  biol,^  p.  563,  July  13,  1894. 
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tubercular,  but  it  is  possible  that  in  such  cases  the  infection 
passed  outside  the  liver  straight  through  the  ductus  venosus  to 
the  heart  and  general  circulation.  If  primary  lesions  exist  at 
all  in  fcetal  syphilis,  they  are  to  be  sought  for  not  on  the  skin 
or  the  mucous  surfaces  but  in  the  placenta  or  liver  or  heart 
What  has  been  said  of  the  distribution  of  diseases  applies  also 
to  the  invasion  of  the  foetal  body  by  mineral  or  vegetable 
poisons,  and  Porak  (Joe,  ciL)  has  called  special  attention  to  this 
in  his  experimental  work.  So  a  great  many  of  the  peculiarities 
of  fcetal  diseases  are  to  be  accounted  for,  and  it  becomes  more 
and  more  apparent  that  the  pathology  of  the  foetus  is  simply 
post-natal  pathology  modified  by  the  special  physiological  con- 
ditions which  exist  during  this  period  of  life. 

There  is  yet  a  fourth  aspect  in  which  the  placental  factor 
in  foetal  pathology  has  to  be  considered,  viz.,  the  lethal  effect 
upon  the  foetus  of  lesions  of  the  placental  substance.  It  has 
been  pointed  out  that  the  presence  of  the  intact  placenta  pre- 
serves the  life  of  the  foetus  even  when  its  organs  are  most  ex- 
tensively diseased.  The  placenta  is  in  this  sense  the  most 
vital  organ  that  the  foetus  possesses,  but  it  is  also  the  most 
vulnerable.  When  it  is  itself  the  seat  of  lesions  the  life  of  the 
unborn  infant  is  immediately  in  grave  danger.  All  placental 
lesions  are  not,  of  course,  equally  lethal  to  the  foetus,  and  I  have 
noted  cases  of  cysts  on  the  foetal  aspect  and  of  calcareous 
deposits  on  the  uterine  along  with  perfectly  healthy  infants ; 
but  as  a  general  rule,  disease  of  the  placenta  means  death  of 
the  foetus  or,  what  comes  to  the  same  thing,  premature  ex- 
pulsion of  it  from  the  uterus.  It  is  of  great  importance  in 
studying  the  causes  of  abortion  and  premature  labour  to  re- 
member that  the  placenta  is  an  oi^an  of  the  foetus.  During 
the  last  few  years  I  have  been  frequently  asked  to  state  the 
cause  of  foetal  death  and  of  premature  delivery  from  the  ex- 
amination of  the  foetus  alone.  It  is  scarcely  ever  possible  to 
do  so,  for  the  cause  of  the  fatal  result  is  most  often  in  the  very 
structure  that  is  not  available  for  examination.  I  cannot  too 
strongly  insist  upon  the  fact  that  a  foetus  without  the  placenta 
and  membranes  is  an  incomplete  specimen.  To  attempt  to 
give  an  opinion  from  it  alone  resembles  trying  to  find  out  the. 
cause  of  'death  in  a  case  of  head  injury  from  the  dissection  of 
the  thorax  and  abdomen.     A  conclusion  may  be  reached  by  a 
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process  of  exclusion,  but  its  value  cannot  be  very  great.  The 
placental  filter  then  may  save  the  foetus  sometimes  from  disease, 
but  it  may  do  so  at  the  cost  of  foetal  life.  It  may  prove  a 
barrier  to  the  disease  germs,  but  inasmuch  as  the  barrier  is  the 
most  essential  organ  that  the  foetus  possesses  this  protective 
influence  may  be  very  dearly  bought  The  placenta  in  saving 
the  foetus  from  disease  becomes  pathological  itself,  and  so  con-: 
demns  it  to  a  more  certain  death.  There  may  exist  some 
doubt  as  to  the  exact  nature  of  the  morbid  changes  in  the 
foetus  which  alcoholism  in  the  mother  tends  to  produce,  ^  but 
there  can  be  no  doubt  at  all  about  the  frequency  with  which 
abortion  and  premature  labour  from  placental  lesions  occur 
under  these  circumstances.  When  it  is  borne  in  mind  that  the 
placenta  is  lungs,  stomach  and  kidneys  to  the  foetus,  it  is  easy 
to  understand  how  pathological  changes  in  it  soon  lead  to  fatal 
results  in  the  latter. 

Thus  far  I  have  dealt  only  with  the  transmission  of  disease 
from  mother  to  foetus,  but  it  may  be  asked  whether  the 
current  is  not  sometimes  reversed  and  morbid  influences  pass 
from  foetus  to  mother.  That  something  of  this  kind  exists  has 
long  been  suspected,  and  the  occurrence  of  the  reverse  flow 
seems  almost  a  necessity  in  order  to  explain  the  effect  which  a 
foetus  rendered  syphilitic  by  paternal  infection  has  upon  a  non- 
syphilitic  mother.  In  this  relation  Charrin  *  has  recently 
succeeded  in  killing  the  mother  animal  by  injecting  the  toxine 
of  Loffler's  bacillus  into  the  foetuses  in  utero,  and  it  may  be 
found  possible  by  making  progressive  injections  thus  to  render 
the  mother  immune  against  the  poison  of  diphtheria.  In  some 
such  manner  it  may  also  be  possible  to  explain  the  occurrence 
of  tdegony,  the  wireless  telegraphy  of  antenatal  pathology ; 
without  such  a  mechanism  it  seems  impossible  to  understand 
how  characters  of  a  previous  sire  can  be  transmitted  to  the  pro- 
geny of  a  later  one  by  the  same  mother.  The  whole  question  of 
the  effect  of  foetal  morbid  processes  upon  maternal  predisposi- 
tion and  immunity  can  hardly  be  regarded  as  more  than 
touched  at  present,  and  much  remains  to  be  done  before  any 

^  DoBcaD,  J.  Matthews,  "Alcoholism  in  Gynecology  and  Obstetrics,"  Trams^ 
Edinb.  Obstet.  Soc,,  xiii.,  105,  1S88. 

'  Charrin,  A.,  '*  Transmission  des  toxines  du  foetus  k  la  m^re,**  Compt.  rend. 
hM.  de  FAcad.  des  Sa^  Paris,  cxxvii.,  332,  1898. 
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conclusions  can  be  drawn  with  security.  Certainly  the  problem 
of  a  mother  with  an  acquired  immunity  against  small-pox, 
scarlet  fever,  measles,  etc.,  carrying  in  her  womb  a  foetus  with 
an  almost  certain  predisposition  to  take  any  or  all  of  these  very 
diseases  is  a  very  interesting  and  complicated  one.  In  its 
solution  a  knowledge  of  placental  transmission  cannot  fail  to 
play  an  important  part 

The  Embryonic  factor  in  fcetcU pathology 

While  the  placenta  and  the  intra-uterine  environment  serve 
to  account  for  some  of  the  peculiarities  of  fcetal  maladies  they 
leave  unexplained  not  a  few.  The  occurrence  which  compli- 
cates fcetal  pathology  so  greatly  is  the  projection  into  it  of  the 
results  of  embryonic  pathology.  It  is  an  error  to  suppose  that 
every  morbid  condition  found  in  the  infant  at  the  moment  of 
birth  must  have  arisen  during  parturition  or  in  the  foetal  period. 
It  is  common  to  speak  of  •*  foetal "  monstrosities,  but  if  by  this 
it  is  meant  that  the  monstrosities  in  question  are  the  result  of 
foetal  pathological  processes  the  notion  is  erroneous.  There  is 
good  reason  for  believing  that  malformations  and  monstrosities 
are  the  product  of  morbid  agents  acting  during  the  embryonic 
period.  The  foetus  is  born,  as  it  were,  into  foetal  life  with  all 
the  results  of  embryonic  pathology  in  it ;  so  long  as  these  are 
not  incompatible  with  the  continuance  of  foetal  life  it  goes  on 
growing  and  may  reach  the  full  time  and  be  transferred  into 
extra-uterine  life  still  bearing  the  evident  traces  of  its  embryonic 
troubles.  It  is  probable  that  the  original  malformations  do  not 
during  the  foetal  period  greatly  alter  in  their  appearances ;  they 
grow  with  the  general  growth  of  the  body  and  may  according 
to  circumstances  become  more  or  less  marked,  but  they  retain 
their  essential  characters.  They  may,  however,  have  a  very 
important  bearing  upon  the  development  of  foetal  diseases, 
and  their  coexistence  with  them  certainly  makes  their  patho- 
logy very  difficult  to  understand.  The  difficulty  is  .still 
further  increased  by  the  fact  to  which  allusion  has  already 
been  made  that  the  whole  organism  does  not  at  once  pass  out 
of  the  embryonic  into  the  foetal  period  ;  and,  to  cite  an  even 
more  extraordinary  case,  the  uterus  is  not  fully  formed  till  late 
in  post-natal  life.  It  comes  about,  therefore,  that  the  foetal 
bone-diseases  are  specially  difficult  to  understand,  for  they  are 
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really  deformities  originating   during  the   period  which   as   a 
whole  is  characterised  by  the  production  of  diseases. 

Some  years  ago  it  was  a  very  commonly  accepted  theory 
that  monstrosities  were  caused  by  the  occurrence  of  diseases  in 
the  foetus,  and  Sir  James  Simpson  (among  others)  gave  the 
weight  of  his  authority  to  the  view.     Modem  research  has  not 
supported  this  theory.     Duval,^  especially,  decides  against  it, 
and  distinctly  states  that  it  is  not  to  be  thought  that  a  mal- 
formation of  any  part  is  the  result  of  a  disease  from  which  the 
malformed  part  has  suffered.     With  this  I  in  part  concur ;  but 
I  think  that  just  as  a  pre-existing  malformation  may  influence 
the  progress  of  a  foetal  disease,  so  a  foetal  disease  supervening 
upon  a  malformation  may  during  the  seven  months  of  foetal 
life  very  considerably  alter  its  manifestations  as  seen  at  birth* 
Further,  the  cause  of  the  malformation  may  not  cease  to  act 
in  the  embryonic  period,  it  may  continue  to  act  in  the  foetal ; 
in  this  way  it  may  be  the  cause  of  both  the  deformity  and  the 
disease.      For  instance,  a  malformation  of  the  intestine  and 
foetal  peritonitis  often  coexist ;  both  may  be  the  result  of  one 
and  the  same  cause,  but  it  may  also  quite  well  be  that  the 
existence  of  the  disease  has  influenced  the  nature  of  the  mal- 
formation, and  that  the  malformation  has  made  the  disease  more 
or  less  active.     Exomphalos  is  a  manifestly  teratological  con- 
dition, and  there  often  exists  along  with  it  a  great  amount 
of  peritonitic  fixation   of  the  abdominal  viscera,  a  fact  upon 
which  stress  has  been  laid  by  a  recent  writer  (Rischpler)  ;  *  but 
it  seems  to  me  that  all  this  association  shows  is  that  some 
common  cause  acting  specially  on  the  abdominal  region  has 
been    at    work  during  the  embryonic  and  the   foetal  period. 
Peritonitis  coming  on  during  the  foetal  epoch  may  exaggerate 
or  alter  the  appearance  of  the  exomphalic  condition,  but  it  is 
doubtful   whether  it  is  in  any  sense  either  the  cause  or  the 
result  of  the  exomphalos.     The  consideration  of  the  embryonic 
factor  takes  into  account,  therefore,  (a)  the  modification  of  foetal 
diseases  by  pre-existing  malformations,  and  (b)  the  modification 
of  malformations  by  coexisting  diseases. 

*  Duval,    M.,   "  Pathog^nie   g^n^rale    de   rembryon,"   in    Bouchard's    TraUe 
de  paihologie  gMrtiUy  L,  159,  1895. 

*  Rischpler,  A.,  **  Ueber  drei  Falle  von  Eventration,"  Archivf,  EniwickehmgS' 
wuckitnik  dtr  Organismen^  vL,  556,  1898. 
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Foetal  pathology  then  presents  many  difficult  problems  for 
solution.  It  asks  how  pathological  processes  are  altered  by  the 
presence  of  the  liquor  amnii  and  by  the  absence  of  atmospheric 
air  and  light ;  it  calls  for  a  definition  of  the  action  of  the  placenta 
In  the  preservation  of  health  or  the  production  of  disease  in  the 
fcetus  ;  and  it  places  prominently  before  us  the  extraordinarily 
complicated  question  of  the  interaction  and  inter-relation  of 
embryonic  malformations  and  fcetal  diseases  in  the  foetal 
peri6d  of  the  existence  of  the  organism.  Pathologists  of  the 
future  have  no  light  task  before  them  in  the  solving  of  these 
problems. 


REMINISCENCES  OF  GLASGOW  MEDICAL 
SCHOOL  IN  THE  THIRTIES  * 

By  S.  LAWRENCE,  M.D.,  Montrose 

When  some,  time  ago  you  were  pleased  to  send  me  a  cordial 
and  gratifying  invitation  to  come  among  you  and  give  personal 
reminiscences  of  teachers  and  teaching  in  Glasgow  Medical 
School  in  the  far  past  era  of  the  thirties,  I  had  not  a  few 
"misgivings  as  to  my  memory  proving  equal  to  the  task.  The 
long  lapse  of  more  than  sixty  years  obscuring,  if  not  obliterat- 
ing, much  that  at  one  time  was  fresh  and  vivid  before  my 
mind's  eye,  might  well  deter  me  from  attempting  a  record 
which  ought  to  possess  both  professional  interest  and  historic 
value.  If  I  now  attempt  compliance  with  your  request,  I  do  so 
under  the  conviction  that  you  will  regard  with  a  lenient  eye 
whatever  defects  and  imperfections  may  be  found  to  attach  to 
my  lengthened  retrospect.  And  further,  should  the  personal 
ekment  in  any  part  of  my  Reminiscences  seem  to  be  too*  pro- 
nounced or  obtrusive,  perhaps  the  conditions  of  continuous 
narrative  may  be  regarded  as  sufficient  apology. 

While  thanking  you  heartily  for  the  honour  you  have  con- 
ferred on  me  in  assigning  me  the  position  I  now  occupy,  you 
will  allow  me  to  offer  you  my  warm  congratulations  on  the 
aims  you  pursue,  and  the  privileges  you  enjoy,  as  students  of 
medicine  at  Glasgow  University ;  and  to  express  the  hope  that 
through  long  coming  years  you  may  have  the  happiness  to 

•  *  Address  delivered  on  31st  May  1899  i°  ^^  Glasgow  Students*  Union,  under  the 
auspices  of  the  Glasgow  University  Medico-Chinirgical  Society. 
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gather  the  ripe  fruits  of  your  present  studies,  in  professional 
.advancement  and  public  esteem.  You  will  not,  of  course,  fail 
to  remember  that  while  Glasgow^  in  point  of  magnitude  and 
wealth,  holds  rank  as  the  second  city  in  the  -greiat  British 
Empire,  its  illustrious  University  has  -both  shared  in  and  con- 
tributed to  its  world-wide  fame.  Between  Glasgow  University 
and  its  sister  Universities  in  the  North*  and  East  of  Scotland 
I  need  hardly  remark  there  exists  no  anta^nism,  but  only  a 
generous  rivalry  as  to  which  shall  most  fully  accomplish  the 
design  of  their  institution.  They  were  established,  as  all  are 
aware,  at  different  periods  of  our  national  history  by  the  wis* 
dom  and  liberality  of  our  forefathers,  and  they  were  intended 
to  be  centres  of  light  in  the  midst  of  surrounding  darkness. 
They  have  admirably  served,  and  continue  to  serve,  the  purpose 
they  were  designed  to  promote ;  and  so  long  as  a  wise  and 
liberal  policy  prevails  in  their  administration,  so  long  will  their 
prosperity  and  advancement  be  assured. 

But  restricting  attention  at  present  specially  to  Glasgow 
University,  is  it  not  true  that  both  in  its  Paleolithic  and  Neo- 
lithic eras  (to  adopt  geological  parlance)  there  have  been  occu- 
pants of  its  Chairs  of  literature  and  science  those  who  have 
conferred  on  this  ancient  seat  of  learning  honour  and  fame? 
And  is  it  not  also  true  that  its  present  professoriate  worthily 
sustain  the  reputation  of  those  eminent  men  whose  names  illus- 
trate and  adorn  the  University  annals  ?  How  stimulating  are 
those  annals — how  full  of  inspiration,  especially  to  the  young ! 
Let  it  not  be  foi^otten  that  Glasgow  University  is  environed 
and  enriched  by  grand  historic  memories.  It  is  redolent  of  the 
past,  while  instinct  with  the  spirit  of  the  times  now  passing 
over  us.  The  reputation  and  traditions  of  the  old  University, 
so  long  atic  focus  and  home  of  the  intellectual  life  of  the  city, 
have  been  transferred  to  and  enshrined  in  the  majestic  structure 
which  crests  the  summit  of  Gilmore  Hill  ;  and  whether  you 
inhale  the  academic  air  that  plays  among  the  portals  of  this 
stately  pile,  or  hold  high  gala-day  within  its  halls,  or  hear 
prelections  in  its  class-rooms,  you  doubtless  feel  assured  that  its 
genius  loci  at  the  present  hour  is  identical  with  what  has  stirred 
the  thoughts  of  successive  generations  throughout  the  centuries 
that  are  past 

Will  you  allow  me,  before  proceeding  further,  to  allude 
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briefly  to  a  happy  and  wholesome  influence  I  had  the  privilege 
to  enjoy  during  my  Glasgow  student  days  ?  It  might  be  asked, 
or  at  least  the  question  might  be  suggested,  why  in  my  case 
Glasgow  was  preferred  to  Edinburgh  as  the  school  at  which  to 
learn  the  lessons  designed  to  prepare  for  future  professional  life? 
As  one  of  a  long  series  of  pupils  under  a  well-known  provincial 
practitioner,  very  famojus  in  his  day,  it  was  in  my  own  case 
only  that  Glasgow  Medical  School  was  chosen  rather  than 
Edinburgh.  It  was  "  breaking  the  record  "  thus  to  act  But 
the  course  taken  meant  no  invidious  comparison  between  the 
two  Medical  Schools,  but  rested  strictly  on  private  grounds.  In 
Glasgow  there  resided  an  estimable  relative,  sagacious,  kind, 
and  full  of  sympathy  with  the  young,  whose  open  door  and 
open  heart,  and  genial  family  circle,  constituted  to  a  youth 
fresh  from  the  country  what  might  be  called  a  foster-home.  It 
was  a  valuable  and  much  valued  retreat  from  books  and  bones^ 
at  that  time  my  daily  companions.  It  afforded  a  happy  re- 
laxation when  the  strain  of  continuous  study  and  its  inevitable 
ennui  imperatively  demanded  a  mental  alterative.  I  gladly 
bear  my  testimony  in  favour  of  the  beneficent  influence  of 
foster-homes.  Those  who  have  access  to  them  enjoy  a  valu- 
able privilege,  and  lay  up  for  themselves  "  sunny  memories  "  for 
future  years. 

There  were  two  events — conspicuous  phases  of  national 
character  and  history  —  to  which  I  would  make  a  passing 
allusion,  which  preceded  by  a  few  months  the  time  of  my 
arrival  in  Glasgow.  These  were,  first,  the  demonstrative — 
perhaps  extravagant — jubilation  which  more  or  less  prevailed 
over  the  whole  land  on  the  passing  of  the  first  Reform  Bill ; 
and  second,  the  deep  gloom  which  like  a  funeral  pall  overhung 
the  halls  and  bowers  of  Abbotsford  when  the  great  Sir  Walter 
— the  Wizard  of  the  North — having  finished  his  brilliant,  but 
latterly  chequered  and  troubled  career,  found  a  quiet  and  fitting 
resting  place  in  the  solitude  and  amid  the  ruins  of  Dryburgh 
Abbey.  These  two  contrasted  events  were  not  far  separated 
from  each  other  in  our  National  Annals,  and  they  serve  as  a 
measure  of  the  long  period  of  outer  individual  history  which  has 
since  intervened. 

Early  in  November  1832,  on  a  cold,  raw  morning,  after  a 
cheerless  journey  from  Perth  in  what  was  called  "  an  outside 
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seat,"  I  reached  the  great,  busy  City  of  the  West,  Glasgow. 
The  comfort,  speed,  and  luxuriousness  of  modem  travelling 
were  quite  unknown  in  the  pre- Victorian  era.  A  good  few 
years  had  still  to  run  their  course  ere  our  Most  Gracious 
Sovereign  should  ascend  the  throne,  and  the  great  railway 
development  should  change,  so  beneficently,  all  the  outward 
conditions  of  individual  and  social  life. 

A  few  days  after  reaching  Glasgow  the  work  of  the  Session 
commenced.  As  recommended  by  a  medical  friend,  the  Uni- 
versity Chemistry  and  Surgery  Classes  were  joined — the  one 
taught  by  Dr  Thomas  Thomson  ;  the  other  by  Dr  John  Bums 
— both  eminent  men,  and  esteemed  members  of  the  Senatus 
Academicus.  My  interest  in  the  Extra-Mural  School  during 
the  Session  of  1832-33  was  limited  to  attendance  on  Dr  Robert 
Hunter's  Anatomical  Lectures  and  Demonstrations,  and  to  work 
in  the  dissecting  room. 

Dr  Thomas  Thomson  at  the  time  referred  to  was  at  the 
zenith  of  his  fame.  His  reputation  was  European.  This 
rested  chiefly  on  his  indisputable  eminence  in  Analytic 
Chemistry,  in  which  at  the  time  he  was  perhaps  without  a 
rival  in  the  British  Isles.  But  in  addition  to  his  fame  as  a 
distinguished  chemist,  he  was  a  man  of  wide  general  attain- 
ments in  science,  so  much  so  that  he  would  have  been  quite  at 
home  in  the  Chair  of  Natural  Philosophy.  When  quite  a 
young  man  he  had  much  to  do  with  the  editing  of  the 
"  Encyclopedia  Britannica,"  and  he  was  author  of  an 
elaborate,  erudite,  and  masterly  sketch  of  the  "  Progress  of 
Physical  Science,"  prefixed  to  the  "  Popular  Encyclopaedia," 
otherwise  called  "  Conversations  Lexicon."  He  owed  nothing 
of  his  reputation  to  his  manner  or  style  of  lecturing.  That 
was  somewhat  dry  and  abrupt.  His  personnel  wrs  not  specially 
attractive.  His  voice  was  husky,  and  on  entering  the  class- 
room he  had  at  times  a  far-off,  dreamy  look,  as  if  solving  some 
stiff  problem  which  had  been  the  subject  of  his  cogitations 
before  the  lecture  began.  No  one  could  maintain  that  he  pos- 
sessed the  suaviter  in  ntodo  in  any  remarkable  degree,  but  he 
arrested  attention  and  imparted  knowledge.  The  history  of 
chemical  research  and  discovery  was  at  his  fingers'  ends.  It 
b  easy  to  recall  the  fact  of  his  lecturing  on  carburetted  hydrogen 
gas,  and  giving  an  account  of  its  introduction  as  an  illuminant 
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.in  our  streets  and  dwellings.  He  seemed  delighted  to  tell  to 
.his  class  that  he  was  one  of  a  deputation  sent  from  Glasgow  to 
Edinbuigh  to  ^ee  and  report  on  this  important  discovery. 
•**  Myself  among  the  number"  were  his  ipsissima  verba  in  speak- 
ing of  this  incident,  and  he  evidently  r^arded  it  as  a  memor- 
able -  advance  in  modem  civilisation.  Owing  to  want  of 
sufficient  accommodation  within  the  old  University  buildings, 
Dr  Thomson's  class-room  and  laboratory  found  a  home  in 
College  Street ;  and  to  this,,  as  to  a  centre  of  strong  attraction, 
•might  be  seen,,  morning  by  morning,  a  troop  of  ardent  and 
admiring  students  Wending  their  way  to  hear  the  lucubrations 
of  this  High  Priest  of  Science. 

Doubtless  the  name  of  Dr  Thomas  Thomson  will  long  be 
lovingly  cherished  by  the  University  he  so  eminently  adorned, 
and  regarded  as  one  they  would  not  willingly  let  die. 

The  varied  qualities  which  combine  to  form  the  courtier  or 
diplomatist,  and  those  of  the  scientist,  may  in  some  rare  cases 
be  found  existing  side  by  side  in  the  same  personality,  but 
more  frequently  they  present  themselves  apart,  so  that  indi- 
viduals are  never  met  with  who  are  exact  duplicates  of  each 
other.  Nature  is  never  so  prodigal  of  her  gifts  as  to  bestow  a 
great  variety  on  one  individual,  whether  g^fts  of  fortune  or  of 
mental  endowment 

Dr  Thomas  Thomson  and  Dr  John  Bums  were  linked 
together  by  the  close  ties  of  collegiate  life  and  fellowship,  but 
they  were  very  different  men.  They  embodied  quite  different 
types  of  character  and  attainment.  Dr  Thomson  could  dis- 
course on  physical  laws  and  find  delight  in  unfolding  their 
harmonious  working,  but  he  was  not  one  to  hold  in  high 
estimation  what  was  merely  superficial  and  conventional.  Dr 
Bums,  on  the  other  hand,  while  too  wise  in  his  generation  to 
cast  any  disparagement  on  scientific  pursuits,  did  not  seem 
greatly  enamoured  of  them.  But  all  that  pertained  to  etiquette  and 
deference  to  rank  and  station  obtained  his  spontaneous  and  hearty 
recognition.  He  had,  no  doubt,  many  excellent  qualities,  but 
these  seemed  at  times  so  alloyed  by  a  sense  of  self-importance 
as  to  be  bereft  of  much  of  their  value.  One  thing  was  specially 
unfortunate  in  the  case  of  Dr  Bums.  From  an  early  age — so 
long  ago  as  1 800— «he  was  a  lecturer  on  surgery  and  anatomy 
in  the  Andersonian  University,     In   18 18  he  was  transferred 
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to  the  University  to  fill  the  newly-created  Chair  of  Surgery. 
But  none  who  knew  him  and  his  aptitudes  would  deny  that 
his  true  place  and  vocation  was  in  the  Chair  of  Obstetrics. 
For  this  he  was  eminently  fitted.  He  had  shown  this  early  in 
his  professional  career  by  the  publication  of  an  elaborate 
standard  work  on  Midwifery,  which  was  held  in  much  esteem 
by  the  profession  generally,  and  which,  in  my  student  days,  had 
reached  its  eighth  edition.  It  seemed  to  be  altogether  an 
error  loci  that  he  was  placed  in  the  Chair  of  Surgery,  and  not 
in  that  of  Midwifery. 

Df  Bums  was  for  many  years  well-known  throughout 
Glasgow  and  beyond  it  In  his  early  days  he  was  in  a 
large  and  lucrative  family  practice,  which  in  course  of  time 
became  more  restricted  and  select,,  and  finally  purely  con- 
sultant When  in  the  hey-day  of  his  vigour,  perhaps  there 
was  no  one  better  known  in  professional  circles  than  Dr  Bums. 
Daily  was  he  to  be  seen  in  his  carriage  driving  through  the 
busy  streets  of  the  city,  his  faithful  "  Jehu,"  old  John^  whip  in 
hand,  perched  aloft  in  his  seat  of  honour,  the  driving-box, 
looking  very  archaic^  and  almost  as  much  an  object  of  interest 
as  his  master.  Indeed,  Dr  Bums,  his  coachman,  and  his 
horses  and  carriage,  seemed  so  co-related  as  to  form  a  unity — 
I  may  say  an  organisnty  the  constituent  parts  of  which  were 
interdependent  and  mutually  complementary.  But  Dr  Bums 
himself  was,  of  course,  the  presiding  genius — the  central  figure 
— dominating  the  field  of  vision.  As  he  sat  in  his  carriage 
uncovered,  his  beautiful  grey  hair  daintily  dressed  back  from 
forehead  to  neck,  his  features  expressive  of  high  ideals,  he 
seemed  invested  with  the  traditional  dignity  of  the  olden  time, 
and  once  seen  his  striking  personnel  could  not  be  forgotten. 
He  loved  whatever  made  his  individuality  more  conspicuous. 
Hence,  he  affected  an  antique  style  of  dress,  and  an  Abemethian 
curtness  of  manner  which  sometimes  amused,  at  other  times 
offended  his  clients,  and  caused  him  to  be  much  talked  about. 
His  expression  was  usually  grave  and  thoughtful,  but  lighted 
up  occasionally  by  a  play  of  humour  which  seemed  more 
acquired  than  innate.  The  stories  which  he  told  now  and 
then  were  apt  to  become  stale  from  over-repetition.  Perhaps 
it  woul(l  be  doing  an  injustice  to  his  memory  to  say  that  he 
was  vain^  but  he  was  very  self-conscious,  and  far  from   un- 
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willing  that  strangers  should  know  who  and  what  he  was.  At 
times,  however,  he  was  to  be  seen  at  his  best  Personal  and 
family  affliction  threw  his  little  foibles  into  the  shade,  and  then 
the  tenderness  and  sympathy  of  his  inner  nature  were  dis- 
played. His  real  character  had  its  roots  deep  down  in  the 
core  of  his  being,  and  they  bore  fruit  upward  in  "  Whatsoever 
things  were  praiseworthy  and  of  good  report,"  He  enjoyed 
very  largely  the  esteem  and  regard  of  his  fellow-citizens,  not 
only  as  an  eminent  physician,  one  of  the  best  known  and  most 
distingruished  of  his  day,  but  as  an  upright  Christian  gentle- 
man who  brought  honour  to  the  family  surname  of  Bums. 
Glasgow  was  proud  of  him  as  one  of  her  sons,  and  doubtless 
in  the  annals  of  the  city  of  his  birth  he  will  be  long  held  in 
affectionate  remembrance.  His  sudden  and  tragic  death  in  the 
wreck  of  the  Orion  in  1850  was  a  moiuiiful  close  to  a  long, 
useful  and  honourable  career,  evoking  deep  and  genuine  sorrow, 
not  only  in  Glasgow  but  throughout  the  kingdom  at  large. 
But  we  anticipate. 

Dr  Andrew  Buchanan  received  his  appointment  as  Pro- 
fessor of  the  Institute  of  Medicine  toward  the  close  of  the 
thirties,  but  it  was  not  till  later  in  the  century  that  he  had  had 
sufficient  time  to  make  his  mark  on  the  University  Medical 
School. 

Of  the  other  Medical  Professors  in  the  University  during 
the  time  embraced  in  this  retrospect  I  may  bestow  a  brief 
notice  on  two,  viz.,  Dr  Badham  and  Dr  Jaffray,  the  former  in 
the  Chair  of  Practice  of  Medicine,  the  latter  in  that  of  Anatomy. 
Dr  Badham  held  office  from  1827  to  1841.  In  his  latter 
years,  owing  to  ill-health,  his  duties  were  discharged  by  proxy. 
Dr  Jaffi-ay  was  in  the  Chair  of  Anatomy  during  the  unprece- 
dentedly  long  period  of  fifty-eight  years,  viz.,  from  1 790  to  1 848. 
Owing  to  age  and  consequent  infirmity  he  was  long  unable 
for  professorial  work,  and  his  duties  also  fell  to  be  discharged 
by  a  substitute  who  utterly  failed  to  maintain  order  and  disci- 
pline in  the  class.  Paper  pellets,  it  was  said,  were  kept  flying 
about  during  the  lecture,  and  in  other  well-known  ways  the 
students  asserted  their  prescriptive  right  to  indulge  in  fun  and 
license.  It  is  easy  to  imagine  to  what  a  serious  extent  the 
work  of  the  session  would  thus  be  made  void.  In  my  day  a 
story  was  current  regarding  Dr  Jaffi-ay  which,  if  true,  would 
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only  show  how  far  senile  metabolism  had  done  its  work  in  per- 
verting cerebral  function — in  other  words,  in  inducing  dotage  ! 
It  was  said  that  he  had  come  to  the  conclusion,  and  announced 
as  a  discovery,  that  the  use  of  the  pancreas  was  simply  to  serve 
for  packings  or,  to  phrase  it  otherwise,  to  give  contour  and 
symmetry  to  the  epigastric  region  and  the  left  hypochondrium  I 
— a  theory  no  doubt  novel  and  ingenious,  but  how  far  fitted  to 
advance  the  science  of  physiology  let  experts  determine. 

In  the  work  of  educating  a  new  generation  of  medical 
practitioners,  important  service  was  rendered  by  the  teachers 
in  the  Glasgow  Extra- Mural  School.  They  were  capable  men 
and  popular  lecturers,  some  of  whom  competed  not  unsuccess- 
fully with  their  congeners  in  the  University.  The  Extra-Mural 
School  in  the  thirties  ranged  itself  under  two  independent 
teaching  establishments — both  at  that  time  well  known — the 
one  as  the  Andersonian  University  (now  Anderson's  College), 
and  the  other  "  The  Portland  Street  Medical  School."  It  is 
pleasant  to  recall  at  least  the  names  of  the  more  conspicuous 
teachers  in  these  establishments.  They  were  well  known 
throughout  the  profession  in  their  day,  and  were  more  or  less 
familiar  to  the  community  at  lat^e. 

In  the  staff  of  the  Andersonian  Medical  School  we  find  the 
name  of  Dr  Robert  Hunter  standing  conspicuous.  As  a 
teacher  of  anatomy  he  was  famous,  and  had  been  so  for  several 
years.  He  had  few  equals  as  an  elegant  lecturer  and  a  lucid 
demonstrator.  .  Even  dry  bones  his  smooth,  flowing  sentences 
invested  with  an  interest  which  riveted  attention.  He  was  an 
enthusiast  in  his  own  special  department,  and  he  largely  suc- 
ceeded in  awakening  enthusiasm  in  others.  It  was  well  known 
how  ardent  a  believer  he  was  in  the  doctrines  of  Drs  Gall  and 
Spurzheim  as  to  the  functions  of  the  brain,  in  other  words, 
phrenology,  and  many  of  his  students  caught  the  infection  of 
his  zeal.  Singly  or  in  groups  they  would  call  at  his  house 
from  time  to  time  asking  to  have  their  heads  examined,  and 
their  prominent  gifts  and  characteristics  brought  into  the  light 
of  day.  Dr  Hunter  gratified  their  wishes,  but  he  never  en- 
couraged them  to  trust  to  the  size  of  their  cerebral  convolu- 
tions rather  than  to  their  own  strenuous  exertions  in  quest  of 
fortune  and  fame. 

Some  years  after  my  attendance  at  Dr  Hunter's  class  he 
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was  induced  to  transfer  his  teaching  powers  to  one  of  the  lai^e 
London  Hospital  Schools.  But  he  ultimately  returned  to 
Glasgow,  where  he  ended  his  days.  I  hold  the  memory  of 
Dr  Robert  Hunter  in  unabated  esteem.  His  name  will  remain 
inseparably  entwined  with  the  recollection  of  my  early  Glasgow 
student  days. 

One  of  Dr  Hunter's  well-known  colleagues  in  the  Ander- 
sonian  staff  was  James  Adair  Lawrie.  By  a  curious  and 
noticeable  freak  of  fortune  he  was  twice  successor  to  Dr  Bums  ; 
first  as  Surgery  Lecturer  in  the  "  Andersonian  "  when  Dr  Bums 
resigned  that  appointment,  and  afterwards,  on  the  death  of  Dr 
Bums,  as  his  successor  in  the  Chair  of  Surgery  in  the  Univer- 
sity. Dr  Lawrie  was  altogether  a  man  of  note.  Possessing  a 
handsome  figure,  a  keen  eye,  a  deft  hand,  and  fine  military 
bearing,  he  at  once  attracted  notice.  None  could  help  observ- 
ing that  he  was  at  home  beside  the  operating  table,  for  there  he 
had  the  air  and  mien  of  a  bom  surgeon — every  inch.  He  was 
inherently  bold,  and  he  was  enamoured  of  boldness  in  others 
whensoever  it  presented  itself  to  view.  It  was  told  of  him  that 
when  cholera  first  visited  Glasgow  in  1831  or  1832,  and  after 
he  had  found  how  impotent  were  all  ordinary  therapeutic 
measures  to  control  the  malady,  he  resolved  to  fight  it  with  the 
actual  cautery !  In  what  region  of  the  poor  sufferer's  body 
this  heroic  appliance  was  to  be  brought  into  play  has  not,  so 
far  as  known,  been  recorded.  It  proved,  as  might  have  been 
expected,  of  no  avail.  The  bacilli^  unknown  in  those  days^ 
were  too  many,  both  literally  and  figuratively,  for  the  valorous 
doctor.  They  mocked  such  daring  efforts  to  expel  them  from 
their  entrenchments,  and  even  flouted  the  fancied  potency  of 
red-hot  iron  ! 

Dr  Thomas  Graham  lectured  for  years  in  the  "  Ander- 
sonian "  contemporaneously  with  Dr  Hunter  and  Dr  Lawrie. 
He  was  well  known  as  a  popular  lecturer  on  the  branch  which 
he  professed,  and  besides  those  preparing  for  the  medical  pro- 
fession he  would  from  time  to  time  have  more  or  fewer  from 
the  general  community  attending  his  classes,  who  thus  showed 
their  appreciation  of  his  teaching.  His  original  researches  into 
the  "  Diffusion  of  Gases  "  brought  him  much  fame  Like  Dr 
Hunter  he  was  in  course  of  time  attracted  to  London,  where  he 
ultimately  received  a  Government  appointment  as  Master  of 
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the  Mint  Henceforth  his  anchor  was  cast  in  quiet  waters  and 
he  was  in  a  great  measure  lost  to  public  view. 

Dr  Armour,  Lecturer  on  Midwifery,  and  Dr  Hannay  on 
Practice  of  Medicine,  were,  during  the  thirties^  on  the  teaching 
staff  of  the  "  Andersonian"  and  contemporaries  with  those  named, 
but  perhaps  were  less  prominent  in  the  view  of  the  profession 
and  the  community. 

Here  it  may  be  proper  to  observe  that  class  prizes  were 
given  in  the  thirties  much  as  now,  but  certainly  less  numerously. 
They  were  awarded  for  the  most  part  for  proficiency  in  the 
examinations  of  the  classes.  They  were  determined  by  plebis- 
cite, but  this  method  was  after  a  time  abandoned  because  of 
the  abuses  to  which  it  gave  rise.  It  led  to  canvassing  and 
cliques  and  other  forms  of  party  spirit  which  vitiated  the  result. 
Merit  was  found  to  be  more  truly  and  satisfactorily  determined 
by  written  than  oral  examination.  I n  the  "  Andersonian  "  it  dwells 
in  my  memory  that  the  blue  ribbon  for  the  session  was  the 
medal  gained  by  the  best  essay  on  some  subject  given  out  at 
the  beginning  of  the  winter  course  of  lectures.  To  write  such 
essays  was  no  child's  play.  They  implied  much  reading  and 
much  thought,  to  say  nothing  of,  frequently,  experimental  re- 
search.    I  can  recall  the  titles  of  two  of  those  essays. 

1st,  "  The  structure  and  functions  of  the  nerves." 

2nd,  *'  Does  life  depend  upon  organisation,  or  organisation 
upon  life?" 

A  friend  of  mine,  a  senior  student  of  the  "Andersonian,"  was 
medallist  in  the  first  of  these  competitions.  The  motto  which 
accompanied  his  essay  as  it  passed  into  the  hands  of  the 
adjudicators  seems  to  me  worth  repeating.  Because  of  its 
quaint  and  suggestive  character  it  has  tenaciously  kept  hold 
of  my  memory,  or  my  memory  of  it,  these  sixty  years  and 
more. 

Here  are  the  lines : — 

"  I  am  no  cormorant  for  praise,  do  you  see, 
But  of  the  laurel  I  would  beg  a  twig. 
O  grant,  ye  guardians  of  the  sacred  tree,- 
A  leaf  or  two  to  stick  about  my  wig." 

The  "  guardians  of  the  sacred  tree,"  founding  their  decision 
on  the  merits  of  my  friend's  essay,  granted  the  prayer  of  his 
petition !     I  cannot  recall  whether  any  and  what*  decision  was^ 
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pronounced  on  the  subject  of  the  second  essay.  The  Arcana 
of  "life"  and  "organisation"  are,  and  will  probably  remain, 
beyond  our  power  to  penetrate.  They  are  doubtless  among  the 
hidden  things  which  may  never  be  revealed.  And  as  we  realise 
our  littleness  in  presence  of  such  mysteries  all  the  more  im- 
pressively should  we  hear  the  admonition,  "  Be  clothed  with 
humility." 

The  Portland  Street  Medical  School,  although  presenting 
no  attraction  to  the  outward  eye,  either  as  regarded  its  external 
architecture  or  inward  arrangements,  bore  its  full  share  in  the 
work  of  instructing  and  training  young  aspirants  to  the  medical 
profession.  Everything  that  met  the  eye  about  the  school  was 
dingy  and  uninviting,  tending  to  repel  more  than  attract.  Yet 
here  it  was  that  Dr  James  Wilson,  senr.,  so  lucidly,  impressively, 
and  at  times  so  seriously,  gave  his  memorable  lectures  on  Mid- 
wifery, inculcating  on  his  pupils  in  his  quiet  and  earnest  way 
the  grave  responsibilities  of  the  profession  they  had  chosen  for 
their  life-work.  Here  Dr  Stirling  lectured  fluently  on  the 
structure  and  mechanism  of  the  human  body ;  Dr  Wm.  Weir 
in  his  crisp  and  lucid  style  on  Practice  of  Physic  ;  Dr  William 
Craig  on  Pathology,  as  he  had  been  taught  it  in  the  Parisian 
hospitals  under  Louis,  Andral,  and  others  ;  where  Dr  Davidson 
discoursed  on  Materia  Medica ;  Dr  Auchencloss  on  Surgery ; 
and  Dr  Pagan  on  Medical  Jurisprudence.  These  men  might 
be  said  to  owe  nothing  to  their  surroundings ;  but  notwithstand- 
ing adverse  conditions  they  did  their  work  conscientiously  and 
diligently,  and  formed  an  integral  and  important  part  of  the 
Glasgow  Medical  School  in  the  thirties. 

Long  years  have  come  and  gone  since  the  teachers  we  have 

named,  according  to  the  best  lights  they  possessed,  or  could 

then  obtain,  assiduously  discharged  the  functions  of  medical 

instructors  and  glides  to  the  generation  growing  up  around 

them  ;  but  one  by  one  they  passed  away,  and  now  we  sigh, 

but  in  vain — 

''  For  the  touch  of  a  vanished  hand 
And  the  sound  of  a  voice  that  is  still.'' 

But  amid  all  the  esteem  and  reverence  we  cherish  for  their 
memory  and  the  services  they  rendered,  we  can  discern  in  the 
clearer  light  we  now  possess,  the  many  defects  and  blemishes 
of  their  teaching.     We  do  not  blame  them  while  taking  note 
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of  this  indubitable  fact.  Their  age  was  prior — ^long  prior — to 
many  of  the  most  beneficent  advances  which  have  marked  the 
science  and  art  of  medicine  in  recent  times.  During  the 
thirties  no  Simpson  had  discovered  the  wonderful  anaesthetic 
power  of  Chloroform ;  no  Pasteur  and  Lister  had  disclosed 
the  secrets  of  Bacteriology,  and  laid  broad  and  deep  the 
foundation  of  Aseptic  Surgery,  with  all  the  marvellous  triumphs 
it  has  achieved ;  no  Wunderlich  had  yet,  with  German  patience, 
traversed  the  wide  field  of  medical  thermometry,  and  bestowed 
on  the  profession  the  invaluable  boon  of  the  clinical  thermo- 
meter ;  nor  had  any  William  Farr  yet  demonstrated  by  his 
unassailable  "Vital  Statistics"  to  what  an  extent  valuable 
human  life  may  be  saved  and  human  happiness  enhanced  by 
the  knowledge  and  observance  of  the  Laws  of  Hygiene.  The 
discoveries  named,  while  they  adorn  our  profession,  confer 
untold  blessing  on  our  common  humanity.  It  is  difficult,  at 
least  for  the  rising  generation,  to  imagine  how  much  poorer; 
not  the  medical  profession  only,  but  the  sum  total  of  the 
resources  of  philanthropy,  would  have  been  had  these  dis- 
coveries never  been  made.  They  have  enlarged  immensely 
the  range  of  human  beneficence — placing  in  the  hands  of  the 
members  of  the  healing  art  a  power,  of  which  they  never 
previously  dreamed,  to  mitigate,  if  not  entirely  abolish,  many 
of  the  most  serious  **  ills  that  flesh  is  heir  to." 

If  the  thirties  and  the  decade  immediately  following  were 
for  the  medical  profession  and  its  schools  in  Glasgow  and 
elsewhere  a  period  of  intellectual  dormancy,  there  has  since 
then  been  a  thorough  awakening.  In  proof  of  this  I  need 
only  point  to  the  great  Bloodletting  Controversy  which  broke 
out  in  Edinburgh  in  1847,  and  which  agitated  the  medical 
profession  throughout  all  its  borders.  During  the  thirties  there 
prevailed  a  peaceful  calm  ;  the  traditions,  received  from  the 
"fathers"  were  loyally  believed  and  followed'.  Undoubted 
faith  in  the  efficacy  of  venesection  in  all  inflammatory  diseases, 
especially  in  pneumonia,  may  be  said  to  have  everywhere 
prevailed.  Quotations  from  works  of  recognised  authority 
might  easily  be  given  in  attestation  of  this  fact  But  let  it 
suffice  to  give  a  short  extract  from  an  old  class  note-book 
showing  the  teaching  furnished  by  Dr  Weir  in  the  Portland 
Street  School  in  1834. 

K 


146         . .  S.  Lawrence 

"In  acute  pneumonia,  bleeding  is  allowed  to  be  the  remedy 
chiefly  to  be  depended^ on.  It  is  most  proper  in  the  early 
stage.  The  quantity  necessary  to  be  taken  away  will  vary 
according  to  age,  sex,  and  the  strength  of  the  patient  When 
previously  robust  and  healthy,  24  to  30*  oz.  may  be  abstracted 
at  the  first  bleeding.  The  operation  may  require  to  be 
repeated  once  or  twice  in  twenty-four  hours.  The  great  object 
is  to  make  a  decided  impression  on  the  disease  at  the  outset" 

And  such  teaching,  thus  Ex  Cathedra  enjoined,  was  faith- 
fully practised,  pleno  rivo.  If  any  doctrine  in  medical  teaching 
was  invested  with  the  dignity  of  an  axiom  it  was  this.  No 
taint  of  scepticism  defiled  the  venerable  proposition  that  blood- 
letting in  acute  pneumonia  was  possessed  of  sovereign  efficacy. 
No  one  had  the  courage  or  the  desire  to  assail  this  venerable 
article  in  the  medical  creed.  And  why  ?  The  answer  is  not 
far  to  seek.  Had  not  Sydenham,  and  Cullen,  and  Gregory, 
and  others  of  kindred  fame,  chanted  the  praises  of  venesection, 
and  had  not  every  school  and  college  far  and  near  joined  in 
the  refrain  ?  With  such  lights  and  teachers  of  the  profession 
in  its  favour,  no  modem  Hercules  wielded  his  club  to  dethrone 
this  popular  idol  and  cast  it  down  from  its  place  of  pre- 
eminence and  power.  But  in  course  of  time  the  claims  of 
Phlebotomy  to  continued  allegiance  and  ascendancy  began 
to  be  challenged  and  denied.  What  for  long  years  had  been 
orthodox  faith  was  henceforth  to  be  regarded  as  a  palpable 
fallacy,  a  gjross  delusion,  the  very  crudest  of  fancies !  No  such 
revolution  of  thought  was  inscribed  on  the  page  of  history. 
The  contest  began  when  Dr  George  Balfour  proclaimed  and 
endorsed  the  statistics  of  Skoda  (of  Vienna)  in  the  Edinburgh 
Medico-Chirurgical  Society.  These  statistics  were  held  to 
prove  that  bleeding  in  pneumonia  was  not  only  useless  but 
decidedly  injurious.  Dr  Hughes  Bennet,  whose  star  had 
recently  risen 'in  the  East,  soon  joined  in  the  fray  and  fell 
into  line.  The  Edinburgh  Medico-Chirurgical  Society  became 
a  rallying  centre  and  chosen  battlefield  where  "  mighty  men 
of  valour"  mingled  in  the  fight.  The  medical  profession, 
especially  in  Edinburgh,  was  for  a  time  ranged  in  two  hostile 
camps,  and  heavy,  but  happily  not  deadly,  blows  were  given 
and  received  by  both  sets  of  combatants. 

The  young  are  said  to  be  ever  the  apostles  of  new  doctrines. 
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while  the  seniors  are  reputed  to  be  conservative  in  their 
tendencies,  and  so  the  advocates  and  defenders  of  what  is  old. 
And  thus  was  it  to  a  large  extent  in  this  famous  controversy. 
More  than  fifty  years  have  elapsed  since  that  period  of  con* 
tention  occurred  of  which  we  have  been  speaking ;  and  if 
perfect  unanimity  has  not  yet  been  reached  by  the  contending 
parties,  the  sound  and  smoke  of  battle  have  at  least  passed 
away.  The  old  warriors  have,  for  the  most  part,  fallen,  and 
a  younger  generation  with  new  ideas  and  new  modes  of  treat* 
ment  have  come  in  their  room.  But  this  does  not  necessarily 
imply  that  the  young  are  entirely  right  and  that  the  old  were 
altogether  wrong.  No  man,  and  no  set  of  men  in  any  sphere 
of  life,  are  the  prescriptive  guardians  of  all  truth ;  and  the 
influence  of  venerable  prejudice  on  the  one  hand,  and  of 
destructive  criticism  on  the  other,  may  for  long  years  obscure 
the  merits  of  any  controversy,  and  postpone,  if  they  do  not 
altogether  prevent,  a  just  decision.  It  was  surely  unfair  to 
allege  that  the  long  series  of  eminent  men,  ornaments  and 
guides  of  the  medical  profession,  who  maintained  that  vene- 
section yielded  excellent  results  in  acute  pneumonia  were  the 
victims  of  gross  delusion,  and  that  their  senses  had  played 
the  fool  with  them.  On  the  other  hand,  they  were  surely 
erroneously  prepossessed  in  favour  of  bleeding  who  made  it 
their  one  chief  reliance — their  sine  qua  non — in  all  inflammatory 
diseases.  For,  granting  that  bloodletting  was  often  carried 
to  an  absurd,  and  even  dangerous  excess,  this  does  not  explain 
to  us  why  men  so  eminent  as  those  we  have  named,  so 
observant,  so  experienced  and  sagacious,  could  have  been 
deceived  from  generation  to  generation  in  regard  to  facts, 
patent,  one  would  think,  to  the  least  discernment  How  very 
unlikely  all  this,  and  how  marvellous  if  true  I  If  our  fore- 
fathers were  so  entangled  in  the  meshes  of  a  false  theory  as 
to  be  unable  to  extricate  themselves,  how  should  we  com- 
passionate their  ignorance  and  blindness?  And  if  we  can 
suppose  them  to  have  gone  astray  through  inadvertence  and 
lack  of  medical  acumen,  ought  they  not,  when  their  eyes  were 
opened  and  the  great  discovery  of  their  past  transgressions  was 
made  to  them,  to  have  repaired  to  some  fitting  confessional, 
reared  in  one  of  Nature's  temples,  there  to  make  due  acknow- 
ledgment  of   their    misdeeds,    and    to   register   a   vow   that 
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henceforth  they  would  walk  reverently  and  penitently  over  the 
grave  of  a  buried  hypothesis  ? 

Possibly  the  last  word  has  not  yet  been  spoken  on  the 
subject  of  bloodletting  and  its  supposed  curative  agency ; 
possibly,'  also,  a  via  media  may  yet  be  discovered  where 
antagonistic  views  on  this  great  question  may  be  reconciled. 
Meanwhile,  explain  it  as  we  may,  bloodletting  is  discredited  at 
the  present  day  in  the  sphere  of  therapeutics,  and  it  may  be 
confidently  predicted  that  the  honour  it  enjoyed  in  the  years 
that  are  gone  will  never  be  restored. 

The  famous  Martin  Luther  in  nailing  his  theses  to  the 
church  door  of  Wittenberg — every  stroke  of  his  hammer  sound- 
ing the  death-knell  of  antiquated  superstitions — did  not  effect 
a  greater  revolution  in  the  ecclesiastical  and  social  life  of  his 
countrymen  than  did  those  bold  men  who  overthrew  blood- 
letting subvert  our  time-honoured  professional  faith. 

Since  the  thirties  one  prominent  feature  in  the  history  of 
the  medical  profession  has  been  the  steady  development  of 
general  Hospital  accommodation.  Our  Infirmaries  have  been 
advancing,  both  in  number  and  character,  in  the  amount  of 
service  they  render  to  society.  In  my  student  days  (omitting 
all  notice  of  special  Hospitals)  the  Glasgow  Royal  Infirmary 
was  the  only  institution  of  the  kind  in  the  city.  It  is  well 
known  how  much  that  Infirmary  has  been  supplemented  and 
eclipsed  by  the  Western  and  Victoria  Hospitals  in  the  west  and 
south.  But  it  is  rarely  given  to  individuals  or  to  institutions  to 
"  rest  and  be  thankful."  What  seems  perfection  to-day  may  be 
behind  the  age  to-morrow  and  standing  in  need  of  renovation 
and  changes.  For  example,  the  old  Edinburgh  Infirmary  was 
neither  an  ornament  to  the  city  nor  a  credit  to  its  citizens, 
although  much  good  work  was  done  within  its  walls.  It  is 
now  happily  supplanted  by  a  structure  worthy  of  the  Capital 
of  Scotland — ^so  noble  in  its  design,  so  complete  in  its  equip- 
ments, and  already  so  laden  with  honour  and  fame  that  it  may 
be  handed  down  without  a  blush  by  the  1 9th  century  to  that 
which  is  so  soon  to  succeed  it  In  the  one  County  of  Forfar, 
with  which  I  claim  relationship,  no  fewer  than  five  Infirmaries 
have  been  either  built  or  reconstructed  and  improved  since  the 
thirties.  They  all  possess  a  good  record,  and  are  daily  doing 
good  work:     How  much  the  nursing  staff  of  our  Hospitals  has 
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of  late  years  improved  cannot  be  called  in  question.  Young 
women  well-bom,  cultured  and  refined,  are  devoting  themselves 
with  diligence  and  zeal  to  the  duties  of  nursing,  imparting  to 
the  sick  and  dying  and  to  the  many  stricken  down  with  accident 
and  disease  the  most  self-denying  services  and  the  tenderest 
ministries  by  night  and  by  day.  All  honour  to  those  who  thus 
dedicate  their  lives  to  carrying  solace  and  cheer  and  valuable 
help  to  the  couch  of  pain  ! 

At  the  time  of  my  attendance  at  the  Glasgow  Royal  Infir- 
mary, a  large  number  of  students  daily  entered  within  its  walls 
to  enjoy  the  benefit  of  the  instruction  it  afforded.  Dr  Bums 
and  Dr  Balmanno  were  then  visiting  physicians,  while  Dr 
Pagan  and,  if  my  memory  serves  me  right,  Dr  Moses  Buchanan, 
had  charge  of  the  surgical  wards.  Dr  Balmanno  dwells  in  my 
memory  as  a  big-boned,  somewhat  ungainly-looking  person, 
with  features  that  would  have  been  a  study  to  Lavater — for  the 
most  part  austere  but  expressive  of  power.  He  had  a  ringing 
voice  which  resounded  through  the  ward  and  compelled  attention. 
He  was  in  good  repute  as  a  physician,  and  his  clinic  was  largely 
followed.  His  orders  were  dictated  to  his  clerk  in  sonorous 
Latin.  *  "  Descendat  in  balneam  tepidam,  hora  somni "  was  one 
of  his  formulas  in  frequent  use,  which  led  a  waggish  student  to 
perpetrate  the  jeu  desprit  that  Dr  Balmanno  was  fond  of 
two  things,  namely,  Latin  and  hot  water.  It  is  right  to  say  that 
Dr  Balmanno  was  methodical  and  painstaking  in  his  examina- 
tion of  patients,  and  there  was  something  in  his  presence  which 
was  speedily  fatal  to  all  trifling  and  sham. 

Dr  Burns,  in  the  Infirmary  ward  and  clinical  lecture 
room,  was  as  fond  of  an  occasional  play  of  humour  as  when 
discoursing  on  surgery  within  the  walls  of  the  University. 
When  he  suspected  a  patient  of  malingering  or  of  exaggerating 
his  ailments,  he  would,  with  much  gravity,  order  half  a  dozen 
of  Pil  mica  panis — cne  to  be  taken  every  six  hours.  When  he 
was  inditing  this  prescription  it  did  not  need  the  Rontgen  rays, 
even  had  such  been  then  available,  to  detect  "a  laugh  in  his 
sleeve  "  in  which  the  Doctor  was  indulging.  But  the  climax  of 
the  joke  was  reached  the  following  day  when  the  Doctor,  with  a 
twinkle  in  his  eye,  extorted  from  the  patient  the  grateful  acknow- 
ledgment that  the  pills  had  done  him  much  good !  One  sally 
of  the  humour-loving  Doctor  may  here  be  mentioned.     It  took 
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place  in  the  course  of  a  clinical  lecture  in  which  he  had  occa- 
sion to  allude  to  a  pathological  drawing  intended  to  illustrate 
the  disease  on  which  he  was  lecturing.  The  Doctor  was  highly 
dissatisfied  with  the  plate,  and  clenching  his  watch  firmly  in 
his  left  hand  and  giving  this  a  vigorous  shake,  he  emphatically 
declared  that  the  "  drawing  was  no  more  fitted  to  give  an  idea 
of  the  disease  than  his  watch  was  to  show  the  structure  and 
form  of  an  elephant!"  Such  a  sally,  of  course,  irresistibly 
tickled  the  risible  faculties  of  his  audience. 

It  does  not  admit  of  doubt  that  prior  to  the  Medical  Act 
of  1858,  which  rendered  compulsory  on  students  a  preliminary 
eJcamination  before  they  entered  the  medical  classes,  there  was 
to  be  found  in  all  our  schools  many  whose  early  education  had 
been  much  neglected.  The  operation  of  the  Act  referred  to 
during  the  forty  years  of  its  existence  has  been  altogether 
beneficial,  and  the  profession  now  occupies  a  higher  social  level 
than  it  could  formerly  attain. 

Another  anomaly  in  existence  during  the  thirties  has,  by  the 
Operation  of  the  Act  of  1858,  been  for  the  most  part  corrected, 
if  not  entirely  removed.  Amateur  medical  students,  common 
enough  in  the  thirties^  are  now,  it  is  believed,  by  the  stringency 
of  the  Medical  Act,  seldom  to  be  met  with  in  any  of  the 
recognised  Schools  of  Medicine. 

It  may  interest  the  present  generation  of  medical  students 
to  be  told  what  were  the  class-books  chiefly  in  use  between 
sixty  and  seventy  years  ago.  They  were  Quain's  "  Anatomy," 
'and  the  "  Dublin  Dissector,"  Cooper's  **  Surgical  Dictionary," 
Turner's  "  Chemistry,"  and  Bums'  "  Midwifery."  Of  course 
there  were  others,  but  these  formed  the  backbone  of  the 
students'  library,  and  let  us  hope  that  in  not  a  few  instances, 
because  of  the  service  they  aforetime  rendered,  they  are  now  in 
the  enjoyment  of  an  honoured  old  age ! 

Had  time  allowed  I  might  have  referred  to  two  additional 
features  which  characterised  the  medical  profession  in  the 
thirties^  and  which  in  recent  years  have  been  greatly  modified. 
I  can  only  briefly  indicate  them. 

1.  Polypharmacy^  which  in,  and  long  subsequent  to,  my 
student  days,  was  rampant  everywhere,  and  was  responsible  for 
many  evils.      But  it  is  now  "  knocked  on  the  head." 

2.  Specialism, — This   has   undergone   wonderful   evolution 
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since  the  thirties.  Then^  it  was  of  humble  pretensions  ;  now,  it 
is  full-blown ;  and  it  is  difficult  to  lay  down  the  line  between 
what  is  legitimate — fairly  due  to  the  wants  and  necessities  of 
society — and  what  originates  in  lower  motives  which  it  is 
unnecessary  to  specify.  The  vox  populi  will  doubtless  finally 
determine  what  is  most  fitted  to  advance  science  and  benefit 
the  community. 

Let  me  now  express  the  hope  that  the  foregoing  retro- 
spect)  which  has  extended  to  a  leng^th  exceeding  my  expecta- 
tions, will  not  prove  altogether  "  flat,  stale,  and  unprofitable." 
Numerous  changes  have  indeed  occurred  since  the  long  past 
era  of  the  thirties  in  the  Science  and  Art  of  Medicine — but 
those  changes  have  been  beneficent  as  well  as  numerous, 
and  we  do  an  injury  to  ourselves  and  an  injustice  to  their 
authors  if  we  do  not  strive  to  keep  our  forward  movements 
fresh  and  green  in  our  memory. 

We  have  spoken  of  the  Medical  Profession  and  the  Medical 
School  in  Glasgow  as  existing  in  the  thirties ;  but  what  of  the 
great  city  itself — then  and  since — the  home  and  the  habitat  of 
this  school  ?  The  two  themes  are  cognate  and  cannot  be 
separated.  With  a  few  remarks,  therefore,  on  Glasgow  as  a 
city,  we  shall  finish  the  task  we  have  undertaken.  "  All  sorts 
and  conditions  of  men  " — all  grades  of  society — all  professions 
and  employments — all  humsLn  interests,  in  short,  are  concen- 
trated within  the  limits  of  its  teeming  population.  It  was 
great  in  the  thirties^  but  how  much  greater  now  ?  Since  that 
era  the  ceaseless  throb  of  trade  and  commerce  has  issued  in  vast 
progress  and  development  This  fact  forces  itself  on  the  notice 
of  the  most  superficial  observer.  The  population  which  in  1833 
was  estimated  at  200,000  has  been  trebled,  or  quadrupled  since. 
Streets,  terraces,  crescents,  public  parks  and  gardens,  have 
sprung  into  existence  as  if  by  the  touch  of  a  fairy  wand.  The 
palatial  Municipal  Buildings  in  the  east  of  the  city,  and  the 
magnificent  temple  of  learning  under  whose  shadow  we  are 
now  assembled,  together  with  the  Western  Infirmary  in  the 
west,  and  the  Victoria  Hospital  in  the  south — such  princely 
gifts  and  achievements  unmistakably  demonstrate  the  en- 
lightened philanthropy  and  vast  opulence  of  Glasgow's  sons. 

And  there  are  other  prominent  and  important  features  of 
this  vast  city  which,  in  any  just  estimate,  we  must  embrace  in 
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our  view*  In  the  thirties  how  deficient  was  the  supply  of  good 
pure  water  furnished  to  the  city — ^how  imperfect  its  sanitation. 
All  this  is  now  changed,  and  health-conditions  of  all  sorts  are 
multiplied*  Improved  dwellings  for  artizans  and  the  poorer 
classes,  as  well  as  mansions  for  the  rich,. have  distinguished  the 
onward  flow  of  time  ;  and  this  practical  demonstration  of  both 
wealth  and  wisdom  continues  to  advance.  A  more  perfect 
system  of  intra-vehicular  traffic  has  been  established,  bringing 
rural  scenes  and  enjoyments  comparatively  within  the  reach 
of  all. 

The  Medical  Profession  can  justly  claim  to  have  borne  an 
honourable  share  in  such  social  ameliorations.  It  has  nobly 
performed  the  important  task  of  enlightening  the  public  mind 
and  guiding  public  opinion.  It  has  gone  hand  in  hand  in  this 
good  work  with  civic  reformers  of  every  pattern  and  type. 
"Town  and  Gown"  have  happily  co-operated  in  such  beneficent 
labours,  and  now  they  can  look  with  pride  and  complacency  on 
their  united  achievements.  They  can  point  to  epidemics 
deprived  of  their  frequency  and  virulence,  and  to  a  notable  re- 
duction in  the  city's  annual  death-rates.  And  we  seem  safe  in 
predicting  that  all  that  has  yet  been  accomplished  in  the  onward 
march  of  sanitary  and  hygienic  reform  will  be  surpassed  by  the 
results  to  be  realised  in  years  to  come. 

Meantime,  while  apportioning  the  meed  of  praise  due  to 
various  noble  workers  in  thus  striving  to  advance  the  well-being 
of  those  around  them — while  giving  "  honour  to  whom  honour 
is  due" — let  it  not  be  forgotten  how  much  the  science,  the 
genius,  and  beneficent  exertions  of  a  Gairdner,  a  Russell,  and 
others  of  like  spirit  and  endowment  have  contributed  to  effect 
this  happy  consummation. 

And  finally,  since  the  citizens  of  Glasgow  have  inherited 
from  their  sires  such  an  exuberant  wealth  of  beneficent  enter- 
prise, let  them  see  to  it  that  they  hand  down  this  heritage  not 
impaired  but  augmented,  to  the  generation  following. 


Chronic  Inversion  of  Uterus  Replaced     153 

NOTE  ON  A  CASE  OF  CHRONIC  INVERSION  OF 

THE  UTERUS  REPLACED  BY  MANIPULATION 

AFTER  POSTERIOR  COLPOTOMY  HAD   BEEN 
PERFORMED 

By  J.  W.  STRUTHERS,  M.B.,  Ch.B.,  ^ 
Formerly  House  Surgeon,  Leith  Hospital 

Cases  of  chronic  inversion  of  the  uterus  are  rare  enough  now 
to  merit  special  record,  and  the  ease  with  which  the  following 
case  yielded  to  operative  treatment  adds  additional  interest  to 
it     The  case  is  as  follows. 

Mrs  M.,  aged  thirty-eight,  was  admitted  to  Leith  Hospital 
on  October  3rd,  1898,  under  the  care  of  Dr  Berry  Hart. 

She  complained  of  excessive  discharge  at  menstrual  periods, 
with  a  constant  watery  intermenstrual  discharge  and  general 
weakness. 

Nineteen  months  before  admission  patient  was  delivered  of 
her  eighth  child.  The  labour  was  precipitate ;  she  had  slight 
pains  for  two  or  three  hours,  and  then  the  child  was  bom 
suddenly  on  to  the  floor.  A.  doctor  was  sent  for,  who  removed 
the  after-birth  without  any  difficulty,  but  told  patient  that 
"  her  womb  had  come  down."  There  was  no  post-partum 
hzemorrhage.  Patient  made  a  good  recovery,  and  remained 
well  and  comfortable  for  a  week.  On  the  eighth  day  after 
delivery,  while  she  was  micturating,  something  came  down 
outside  the  vagina,  which  she  described  as  resembling  a  hard 
ball  There  was  no  pain  and  no  haemorrhage.  She  sent  for 
her  doctor,  who,  after  examination,  said  her  womb  had  come 
down  again.  It  was  easily  replaced  in  the  vagina,  but  as  far  as 
can  be  made  out  from  patient's  account,  no  attempt  was  made 
to  reduce  the  inversion. 

She  was  ordered  to  lie  in  bed  for  a  month,  which  she  did. 
During  that  time  she  remained  well,  she  had  no  more  trouble 
with  the  womb,  and  the  lochial  discharge  was  not  excessive. 
At  the  end  of  the  prescribed  month  she  got  up  and  went  about 
her  usual  domestic  work.  She  felt  weak,  but  had  no  trouble 
with  the  womb  in  any  way.  She  nursed  her  child  for  thirteen 
months,  remaining  well  all  the  time. 

^  Read  before  the  Obstetrical  Society,  Edinburgh. 
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When  she  stopped  nursing  menstruation  b^an  again. 
The  first  period  lasted  ten  days  and  the  discharge  was  copious 
all  the  time,  but  especially  so  during  the  last  three  days. 
After  the  flow  of  blood  stopped,  a  thin  yellow  watery  dis- 
charge began  and  continued  without  intermission  until  next 
menstrual  period,  which  again  lasted  about  ten  days,  with 
excessive  discharge  all  the  time. 

From  this  time  up  till  admission  patient  continued  to  have 
constant  intermenstrual  discharge  with  menorrhagia  as  above. 

She  never  had  any  pain,  but  got  gradually  paler  and 
Weaker,  and  is  now  at  time  of  admission  unable  for  any  work 
owing  to  weakness.     She  has  not  got  appreciably  thinner. 

Twice  in  the  course  of  her  illness  she  consulted  medical 
men,  and  she  says  that  on  each  occasion  an  instrument  was 
put  into  the  vagina,  but  would  not  stay  in. 

Previous  History, — Had  always  been  healthy  up  till  present 
illness.  Has  been  married  for  fifteen  years  and  had  eight  chil- 
dren. The  first  seven  labours  were  all  natural  and  easy,  each 
lasting  about  a  day. 

Menstruation  had  always  been  of  the  twenty-eight  day 
type,  lasting  three  to  four  days ;  discharge  not  excessive  in 
amount. 

State  on  Admission. — Patient  is  a  fat,  well  nourished  woman, 
but  the  face,  lips,  and  conjunctivae  are  very  pale.     Temperature 

99'4. 

GenitO'Urinary, — Examination    of    the    abdomen    reveals 

nothing  abnormal. 

On  passing  the  fingers  into  the  vagina  they  almost  im- 
mediately come  in  contact  with  a  smooth  firm  body  about  the 
size  of  a  hen's  egg,  projecting  through  the  cervix  which 
constricts  the  tumour  slightly.  The  diameter  of  the  tumour  at 
the  cervix  is  about  an  inch,  lower  down  about  an  inch  and 
a  quarter. 

The  finger  can  be  passed  all  round  the  tumour  between  it 
and  the  cervix,  and  seems  to  be  in  a  cul-de-sac  which  just 
admits  the  finger  tip.  On  bimanual  examination  the  uterus 
cannot  be  felt  in  its  normal  position. 

There  is  nothing  else  of  note  in  the  patient's  condition 
except  a  severe  degree  of  anaemia  with  a  soft  haemic  murmur 
at  base  and  apex  of  heart. 
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Progress  and  Treatment — Patient  was  kept  in  bed  and  had 
no  discharge  from  October  3rd  to  8th.  On  the  8th,  menstrua- 
tion began  and  continued  freely  till  the  12th.  On  the  13th, 
patient  was  chloroformed  and  the  diagnosis  of  inversion  of  the 
uterus  was  confirmed  by  recto-abdomino-vaginal  examination. 
An  attempt  was  made  to  reduce  the  inversion  with  the  hand 
aided  by  Aveling's  repositor,  but  this   failed. 

On  October  1 5  th  Aveling's  repositor  wad  introduced  and 
fixed.  This  was  tolerated  till  the  17th  when  patient  said 
the  discomfort  of  the  instrument  was  unbearable,  and  it  was 
therefore  removed.     The  uterus  was  found  still  inverted. 

From  October  I7th-2  5th,  the  vagina  was  douched  daily 
and  plugged  with  iodoform  gauze.  There  was  very  little 
dischai^e.  The  patient's  general  condition  improved.  She 
felt  much  stronger  and  was  not  so  anaemic  as  on  admission. 

On  the  afternoon  of  the  25  th,  patient  was  chloroformed. 
She  was  then  placed  in  the  lithotomy  position,  the  cervix  laid 
hold  of  behind  and  in  front  with  volsellae,  and  the  uterus 
thus  pulled  well  down.  Dr  Berry  Hart  then  made  an  incision 
\\  inches  long  in  the  posterior  fornix  opening  into  the  pouch 
of  Douglas.  Two  fingers  of  the  left  hand  were  then  introduced 
through  this  and  passed  down  into  the  infundibulum  uteri.  No 
adhesions  were  found.  With  the  fingers  of  the  left  hand  fixing 
the  uterus  and  stretching  the  constricting  ring,  an  attempt  was 
made  to  reduce  the  inversion  by  manipulating  the  body  of  the 
Uterus  with  the  right  hand. 

After  some  manipulation  this  succeeded  and  the  uterus  was 
restored  to  its  normal  position.  A  silk  stitch  was  introduced 
to  approximate  the  lips  of  the  cervix  and  prevent  any  tendency 
to  reinversion.  The  incision  in  the  pouch  of  Douglas  was  then 
closed  with  three  silk  sutures  and  the  vagina  plugged  with 
iodoform  gauze. 

Convalescence  was  uninterrupted.  The  urine  was  drawn 
off  till  the  28th,  and  the  vaginal  plug  changed  daily. 

On  the  29th,  discharge,  apparently  menstrual,  appeared  and 
continued  for  three  days.  On  the  eighth  day  after  operation 
the  stitches  were  removed. 

On  November  15  th  patient  was  discharged  well,  the  pulse 
rate  and  temperature  never  having  risen  above  normal  since  the 
operation. 


is6  Digest 

The  diagnosis  of  this  case  presented  little  difficulty,  and  the 
causation  need  not  be  discussed  as  we  have  only  the  patient's 
account  of  her  labour  and  illness. 

As  to  treatment,  there  were  three  alternatives. 

First,  gradual  reposition  with  Aveling's  repositor ;  second, 
replacement  after  posterior  colpotomy  with  or  without  a  vertical 
mesial  incision  thrpugh  the  posterior  uterine  wall  as  Kiistner  has 
recommended ;  and  third,  hysterectomy.  The  second  suc- 
ceeded admirably,  and  is  therefore  a  method  worthy  of 
additional  trial. 

I  am  indebted  to  Dr  Berry  Hart  for  permission  to  publish 
the  above  case. 


Bigest 


THE  PHYSIOLOGY  AND  PATHOLOGY  OF  THE 
INTRA-CRANIAL  CIRCULATION 

By  GEORGE  ELDER,  M.D.,  F.R.C.P.Ed., 
Assistant  Physician,  Leith  Hospital 

Historical  Sketch 

Few  subjects  in  the  whole  range  of  medicine  have  attracted 
so  much  attention  for  such  a  long  period  of  time  as  the  condi- 
tions of  the  circulation  in  the  brain.  For  the  last  150  years 
there  has  been  an  almost  continuous  series  of  contributions  to 
the  literature  of  the  subject — much  of  it  founded  on  observation 
and  experiment,  but  more  resting  merely  on  passing  theories. 
The  history  of  the  evolution  of  our  present  knowledge  of  this 
question  is  of  some  importance,  and  an  account  (which  does  not 
pretend  to  be  absolutely  full)  of  these  contributions  may  prove 
of  interest 

Pliny  seems  to  be  the  first,  so  far  as  has  been  ascertained, 
who  spoke  of  the  movements  of  the  brain,  for  although  Hippo- 
crates refers  to  the  fontanelle  and  its  closure,  no  direct  reference 
is  made  to  its  movements.  After  Pliny,  Galen  referred  to  the 
movements  of  the  brain  and  spoke  of  their  causation.  He 
noticed  that  these  movements  coincided  with  the  respiratory 
movements,  and    suggested    that    during   inspiration    air  was 
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sucked  into  the  head,  and  especially  the  lateral  ventricles, 
through  the  ethmoid  sinuses,  whilst  during  expiration  it  was 
expelled  through  the  sutures,  etc.  Galen's  views  were  repeated 
by  Oribasius,  but  from  a  passing  reference  it  would  seem  that 
the  arterial  pulsation  of  the  brain  had  also  been  noticed.  Later, 
Fallopius,  Vesalius  and  Caspar  Bauhin  also  described  cerebral 
movements,  the  first  and  the  last  of  these  ascribing  them  to 
pulsation  of  the  vessels  of  the  dura.  Still  later,  Willis  and 
Mayow,  describing  the  movements  in  the  unclosed  skull,  thought 
they  were  due  to  the  movements  of  the  dura  ;  they  described 
motor  fibres  in  the  dura,  and  thought  the  movements  were  due 
to  these.  This  theory  was  further  elaborated  by  Baglivi,  who 
with  Pacchioni  described  two  layers  of  muscular  fibres  in  the 
dura,  and  they  asserted  that  the  alternate  contraction  of  these 
gave  rise  to  the  movements  of  expansion  and  retraction  seen 
on  opening  the  skull. 

Riolan  described  movements  of  the  brain  in  men  who  had 
lost  part  of  the  calvarium  through  syphilitic  disease,  and  also  in 
sheep  after  the  removal  of  part  of  the  skull. 

The  subject  was,  therefore,  in  a  very  confused  state  in  the 
middle  of  last  century,  but  then,  within  a  period  of  a  few  years, 
a  series  of  most  important  contributions  completely  revolution- 
ised the  state  of  the  knowledge  and  formed  the  starting  point 
of  the  immense  amount  of  work  which  has  since  resulted. 

The  first  of  these  was  by  Schlichting  (i),  who  in  1750 
showed  that  the  movements  of  the  brain  coincided  with  the 
respiratory  movements,  that  with  expiration  the  brain  expanded 
and  with  inspiration  it  contracted,  Le.,  the  very  reverse  of  what 
Galen  had  described.  He  did  not,  however,  venture  to  give 
any  reasons  for  these  respiratory  movements  of  the  brain. 
Lamure  (2),  in  1753,  experimenting  on  dogs,  found  that  the 
respiratory  movements  took  place  as  Schlichting  had  described. 
He  found  that  everything  in  the  neck,  arteries,  nerves, trachea,  etc., 
except  the  jugular  and  vertebral  veins,  could  be  ligatured  or  cut 
without  affecting  the  movements,  and  therefore  he  came  to  the 
conclusion  that  with  expiration  the  blood  was  forced  back 
through  the  veins  of  the  neck  into  the  brain  by  means  of  the 
compression  of  the  chest  walls.  He  showed  that  the  veins  of 
the  brain  did  expand  during  expiration.  Haller  (3),  in  an 
important  contribution  in  1756,  showed  that  In  dogs,  cats,  etc.. 
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whose  brains  have  been  exposed,  there  is  a  double  movement, 
{a)  a  respiratory  movement  as  described  by  Schlichting,  and 
{b)  a  movement  synchronous  with  the  pulse.  He  showed  that 
the  depression  of  the  brain  with  inspiration  was  due  to  the 
descent  of  the  diaphragm  during  inspiration  allowing  an  easier 
passage  of  blood  from  the  veins  into  the  chest ;  whilst  the 
bulging  during  expiration  he  ascribed  to  compression  of  the 
veins  in  the  thorax  by  the  chest  walls  during  that  act  He 
also  proved  that  during  inspiration  the  veins  of  the  abdomen 
were  expanded,  not  collapsed,  like  those  above  the  diaphragm. 
Haller  also  found  that  the  expansile  movements  of  the  braiq 
were  much  greater  during  crying,  and  with  deep  respiratory  acts. 

In  1 760,  Lorry  (4)  presented  to  the  Academie  des  Sciences 
in  Paris  a  most  interesting  paper.  He  began  by  giving  a  sketch 
of  the  history  of  the  question  up  till  his  own  time — ^a  sketch 
which  has  been  used  by  most  subsequent  writers  on  the  subject 
He  then  discussed  the  question  of  the  pulsation  in  the  open 
skull  being  an  independent  movement  of  the  dura,  and  con- 
cluded that  that  ws^  impossible.  He  experimented  on  dogs, 
sheep,  cats,  etc.,  and  found  that  although  in  some  there  was  no 
movement,  in  others  there  were  arterial  as  well  as  respiratory 
pulsations,  and  the  latter  of  these  he  ascribed  to  the  forcing  of 
blood  back  along  the  veins  into  the  skull  during  expiration.  In 
discussing  the  circulation  in  the  closed  skull,  he  held  that  as  a 
rule  no  movement  of  the  brain  can  take  place,  but  added, "  il  est 
certainement  des  cas,  oil  Teffort  du  sang  vers  la  t^te  6tant  con* 
siderablement  augment^,  je  suis  persuade  qu'il  peut  se  produire 
dans  la  t^te  un  mouvement,  puisque  le  cerveau  est  capable  de 
compression.  Par  example,  le  sang  6tant  chaffs  avec  plus  de 
yivacit6  et  de  force,  les  mouvements  des  artferes  peut,  en  ^branlant 
toute  la  masse  de  cerveau,  produire  un  pareil  mouvement  dans 
les  sinus  et  occasionner  au  sang  un  retour  prompt  et  impetueux 
dans  les  veines,"  and  it  is  because  of  this,  he  went  on  to  say, 
that  there  are  dilatations  on  the  jugular  veins  as  they  leave  the 
skull — viz.,  that  they  may  hold  this  excess  of  blood.  This  is 
the  earliest  mention  the  writer  has  been  able  to  find  of  the 
proposition  that  the  arterial  pulsations  inside  the  skull  may 
force  blood  out  of  the  intra-cranial  veins. 

Soon  after  this,  Cotugno  (5)  drew  attention  to  the  fact  that 
the  space  between  t^e .  membranes  on  the  one  )utnd  and  the 
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spinal  cord  and  brain  on  the  other  was  occupied  by  a  liquid 
present  both  throughout  the  spinal  cavity  and  in  the  cranium. 
It  would  appear  that  before  this  the  presence  of  the  cerebro- 
spinal fluid  was  looked  on  as  a  pathological  or  post-mortem 
condition  merely. 

The  next  contribution  of  importance  was  that  of  Monro, 
secundus  (6),  who  taught  that  as  the  skull  was  a  closed  box, 
the  quantity  of  blood  inside  it  could  not  vary  except  under 
certain  pathological  conditions  where  its  place  was  taken  by  an 
effusion.  "  For  as  the  substance  of  the  brain,  like  that  of  the 
other  solids  of  our  body,  is  nearly  incompressible,  the  quantity 
of  blood  within  the  head  must  be  the  same,  or  very  nearly  the 
same,  at  all  times,  whether  in  health  or  disease,  in  life  or  after 
death,  those  cases  only  excepted  in  which  water  or  other 
matter  is  effused  or  secreted  from  the  blood-vessels,  for  in 
these  a  quantity  of  blood  equal  in  bulk  to  the  effused  matter 
will  be  pressed  out  of  the  cranium."  This  teaching  seems  to 
have  been  pretty  generally  accepted  by  the  profession,  at  least 
in  Great  Britain,  and  many  years  later  Dr  George  Kellie  (8) 
of  Leith,  read  before  the  Medico-Chirurgical  Society  of  Edin^ 
burgh  a  paper  "  On  Death  from  Cold,  and  on  Congestions  of 
the  Brain,"  in  which  he  supported  the  propositions  laid  down 
by  Monro.  He  showed  by  many  experiments  on  animals  that 
after  haemorrhage  by  arteriotomy  or  venaesection  the  blood? 
vessels  of  the  brain  are  not  found  to  be  emptied,  although  the 
animal  had  been  held  up  by  the  ears,  whereas  if,  before  bleeding, 
the  cranium  had  been  opened  and  then  the  animal  held  up 
by  the  ears,  the  brain,  being  exposed  to  the  atmospheric 
pressure,  was  found  to  be  practically  depleted  of  blood. 

Carson  (9),  about  the  same  time  {Edinburgh  Medical  and 
Surgical  Journal^  1824),  also  supported  this  view,  which  has 
since  been  named  the  Monro  doctrine  (!)  or  the  Monro-Kellie 
doctrine.  He  showed  that  the  aspiratory  action  of  inspiration 
took  place  even  when  the  head  was  lowered  ;  and,  in  discussing 
the  circulation  in  the  closed  skull,  held  that  room  must  be 
made  for  the  blood  entering  the  skull  at  each  arterial  pulsation, 
and  that  this  space  was  provided  by  blood  being  forced  out  of 
the  veins — showing,  in  fact,  that  as  well  as  the  vis  a  tergo^  there 
was  a  lateral  pressure  on  the  veins. 

-  Abcrcrombie   (10),    in    the   same   Journal,    in    discussing 
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apoplexy  had  previously  asserted  that  some  cases  of  it  are 
caused  by  the;  pressure  in  the  arteries  becoming  so  high  that 
they  press  on  the  veins  leaving  the  skull,  and  so  interfere  with 
the  circulation. 

During  the  time  that  these  important  contributions  to 
the  circulation  in  the  closed  skull  were  emanating  from  the 
Edinburgh  School,  various  additions  to  the  study  of  the 
movements  of  the  brain  in  the  open  cranium  were  being 
made  abroad. 

Richerand  (ii)  thought  that  the  arterial  pulsation  of  the 
brain  was  not  a  true  expansion,  but  merely  a  heaving  of  the 
brain  as  a  whole  from  the  expansion  of  the  arteries  at  the 
base,  and  this  view  was  supported  by  Bichat  and  Burdach 
(12),  as  well  as  others, — a  theory  which  need  not  be  further 
referred  to  in  this  resume  as  it  has  been  proved  to  be  fallacious. 
Of  much  greater  importance  was  the  work  of  Ravina  (7). 
He  trephined  animals,  fixed  on  the  trephine  opening,  by  means 
of  a  fixing  mixture,  a  hollow  wooden  cylinder,  and  over  this 
a  watch  glass.  The  movements  of  the  brain  were  still  visible. 
As  there  must  have  been  a  considerable  quantity  of  air  between 
the  watch  glass  and  the  brain,  this  probably  accounted  for  the 
continuance  of  the  pulsations  ;  but  the  experiment  is  interesting 
as  being  practically  the  same  as  that  afterwards  performed  by 
Bonders,  although  the  results  obtained  by  the  latter,  probably 
for  the  reason  already  given,  were  different.  Ravina  also 
showed  the  movements  of  the  brain  by  inserting  a  glass  tube 
into  the  trephine  hole  and  filling  the  tube  with  water ; 
variations  in  the  level  of  the  water  were  quite  apparent, 
corresponding  to  the  movements  of  the  brain  beneath. 

In  1825  Majendie  (14),  described  fully  the  presence  of 
cerebro-spinal  fluid  in  the  living  animal,  which,  although  already 
shown  by  Cotugno  many  years  before,  and  hinted  at  by  Haller 
and  others,  seems  to  have  been  practically  neglected.  He 
showed  that  it  was  present  in  the  subarachnoid  space  of  the 
cranium  and  spinal  column,  as  well  as  in  the  lateral  ventricles, 
and  he  drew  attention  to  its  probable  functions.  Amongst 
these  he  suggested  that  it  flowed  between  the  cranial  and 
spinal  cavities  in  the  varying  conditions  of  pressure  necessarily 
present  during  the  respiratory  movements.  During  inspiration 
the  veins  inside  the  spinal  cavity  were,  he  said,  emptied,  and 
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as  a  consequence  fluid  was  drawn  into  the  spinal  column  ; 
during  expiration,  as  these  veins  became  engorged,  whilst  the 
sinuses  of  the  brain,  because  of  their  rigid  walls,  could  not, 
fluid  was  forced  out  of  the  spinal  cavity  into  the  cranium,  and 
thus  was  the  cause  of  the  rise  of  the  brain  during  the  expiratory 
period. 

This  work  had,  of  necessity,  an  extremely  powerful  influ- 
ence on  the  discussion  of  the  question,  and  his  theory  was 
widely  accepted — amongst  others  by  Ecker  (15),  who  thought 
that  the  expansion  of  the  brain  during  expiration  was  due  to 
fluid  being  forced  into  the  lateral  ventricles  of  the  brain. 

A  little  later,  as  we  shall  see,  this  theory  was  somewhat 
modifled  ;  nevertheless,  to  the  cerebro-spinal  fluid  was  assigned 
an  influence  in  the  circulation  of  the  central  nervous  system 
which  could  not  be  overrated. 

Bourgougnon  (13),  approaching  the  subject  from  a  different 
point  of  view,  made  some  experiments  on  the  skulls  of  animals. 
He  trephined  the  skull  and  then  put  over  the  trephine  hole  a 
glass  tube  which  ended  below  in  a  conical  part,  and  was  flxed 
in  an  airtight  manner  into  the  skull.  Towards  the  upper  third 
of  the  glass  tube  there  was  a  stop-cock.  Having  filled  the 
glass  tube  with  water,  he  saw  very  distinctly  the  movements 
of  the  fluids  with  respiration,  and  also  the  arterial  pulsation. 
He  then  turned  the  stop-cock  and  there  were  no  longer  any 
movements  seen,  and  so  Bourgougnon  concluded  that  in  the 
closed  skull  there  are  no  movements  of  the  brain,  although 
in  the  unclosed  skull  they  are  present  This  observation  of 
Bourgougpion's  was  an  important  one,  and  although  Salath6 
and  others  have  suggested  that  it  was  fallacious,  it  would 
appear  to  have  shown  what  was  afterwards  proved  by  Bonders 
and  others  by  quite  different  methods.  Besides,  quite  recently, 
Wertheimer  (15)  practically  repeating  the  experiment  got  the 
same  result. 

Carl  Bergmann  (16),  in  1844,  representing  the  skull  by  a 
box  in  which  was  an  ingoing  tube  (artery)  dividing  into 
branches  which  again  united  to  form  an  outgoing  tube  (vein)  — 
the  tubes  being  surrounded  by  fluid,  and  the  openings  for 
the  tubes  being  air-tight — came  to  the  conclusion  that  the 
quantity  of  blood  inside  the  skull  does  not  vary. 

Burrows  (17),  in   his   book   on  Disorders  of  the  Cerebral 
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Circulation^  1846,  referred  to  the  work  of  Monro,  Abercrombie 
and  Kellie.  He  repeated  some  of  Kellie's  experiments,  but 
came  to  very  different  conclusions  from  those  of  the  Leith 
physician.  He  agreed  with  Kellie  that  one  cannot  altogether 
empty  the  vessels  of  the  brain  by  bleeding  the  animals  slowly 
to  death,  but  he  held  that,  nevertheless,  the  quantity  of  blood 
inside  the  cranium  may  vary,  as  shown  by  the  fact  that  the 
brain  of  an  animal  bled  to  death  is  comparatively  pale  on  the 
surface,  whilst  the  veins  on  the  surface  of  one  killed  by 
strangulation  are  engorged.  This  alteration  in  the  quantity 
of  blood  in  the  brain  he  believed  to  be  permitted  by  (i)  the 
elasticity  of  the  brain  and  (2)  the  flow  of  cerebro-spinal  fluid. 

In  the  Neder land  Lancet  of  1850  two  papers  of  consider- 
able interest  appeared  on  the  subject  of  the  intra- cranial 
circulation.  The  first  by  Berlin  (19)  was  chiefly  theoretical. 
He  held  that  as  the  pressure  in  the  large  arteries  inside  the 
cranium  increases,  the  pressure  of  the  cerebro-spinal  fluid 
increases,  and  consequently  more  of  the  fluid  is  absorbed. 
With  increased  arterial  pressure  then,  there  is  less  fluid  and 
vice  versd.  He  also  asserted  that  the  pressure  of  the  fluid 
is  equal  to  the  blood-pressure  in  the  arteries  minus  the  "  tone  " 
and  "  elasticity  "  of  the  vessel  walls.  As  the  "  tone  "  usually 
remains  the  same,  he  held  that  with  decreased  arterial  pressure 
the  vessels  are  smaller,  there  is  less  blood  inside  the  cranium 
whilst  the  quantity  of  fluid  is  greater.  The  evidence  which 
he  brought  in  favour  of  his  propositions  was,  however,  inade- 
quate. The  chief  error  in  Berlin's  argument,  as  has  been 
proved  since,  is  the  n^lect  of  the  venous  side  of  the  circulation, 
which  is  of  the  foremost  importance  in  determining  the  intra- 
cranial pressure.  One  will  see,  however,  how  very  similar 
much  of  his  contention  is  to  the  arguments  advanced  by 
Geigel  many  years  later. 

Bonders*  work  (20)  was  of  a  much  more  practical  character. 
He  set  himself  specially  to  settle  the  question  whether  there 
are  movements  of  the  brain  in  the  closed  skull — a  question, 
which,  as  we  have  seen,  had  been  answered  by  Bourgougnon  and 
others  in  the  n^ative,  by  Ecker  and  others  in  the  affirmative. 
Trephining  the  skull  in  rabbits,  he  fixed  a  glass  plate  on  the 
opening  in  the  skull,  and  the  space  between  this  plate  and  the 
surface  of  the  membranes  having  been  filled  with  fluid,  he  care- 
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fully  watched  the  membranes.  Although  there  were  distinct 
movements  of  the  membranes  both  respiratory  and  arterial 
when  the  opening  was  unclosed,  the  former  ceased  when  the 
glass  plate  was  properly  fixed  on  ;  pulsations  in  the  arteries  of 
the  membranes  could  still  be  seen.  This  is  practically  a  repeti- 
tion of  one  of  Ravina's  experiments,  but  the  result  got  was 
quite  antagonistic,  because  apparently  in  Ravina's  experiment 
a  considerable  quantity  of  air  was  present  beneath  the  glass 
plate.  Bonders  also  showed  the  importance  of  the  respiratory 
movements  on  the  cerebral  veins,  whilst  their  influence  on  the 
cerebral  arteries  was  comparatively  slight  Later  he  demon- 
strated that  increased  tension  of  the  arteries  of  the  brain  may 
cause  pressure  on  the  veins,  so  emptying  them,  and  suggested 
(apparently)  that  this  may  occur  during  the  heart's  contraction. 

Ackermann  (23),  after  trephining  and  putting  a  window 
over  the  trephine  opening,  observed  dilatation  in  the  vessels  of 
the  membranes  when  respiration  was  interfered  with,  and  so 
came  to  the  conclusion  that  the  quantity  of  blood  inside  the 
skull  could  vary — a  conclusion  scarcely  proved,  however,  by  his 
experiment. 

Longet  (22),  after  a  careful  and  interesting  review  of  the 
work  on  the  subject  up  till  his  time,  and  after  giving  especial 
prominence  to  the  work  of  Bourgougnon  whose  conclusions  he 
accepted,  added  "  il  resulte  que,  chez  Tadulte,  il  n'existe  pas  de 
mouvement  de  cerveau."  Lx>nget  apparently  thought  that  the 
brain  was  somewhat  compressed  when  rise  of  arterial  or  venous 
pressure  occurred. 

Kussmaul  and  Tenner  (2 1^,  in  investigating  the  causation  of 
fits,  repeated  Bonders*  experiments  and  found  with  him  that 
there  was  no  movement  of  the  brain  with  respiration  when  the 
skull  was  closed  in.  On  the  other  hand,  when  respiration  was 
interfered  with  the  membranes  became  darker,  whilst  with 
pressure  on  the  carotid  arteries  they  became  paler  ;  hence  they 
concluded  that  the  idea  that  the  quantity  of  blood  inside  the 
skull  does  not  vary  is  quite  wrong.  It  must,  of  course,  be 
remembered  that  the  quantity  of  blood  in  the  membranes  is  no 
guide  to  the  quantity  of  blood  inside  the  cranium  as  a  whole, 
and  therefore  the  conclusions  of  Kussmaul  and  Tenner  were 
hardly  vindicated. 

A  modification   of  the  views  of  Majendie  was  made  by 
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Richet  (24)  about  i860.  Exposing  the  suboccipital  ligament 
in  animals  he  noted  pulsation  of  it  with  respiration  (an  observa- 
tion first  made  by  Ecker),  and  asserted  that  this  was  a  proof  of 
the  movement  of  the  cerebro-spinal  fluid.  The  theory  of  the 
manner  in  which  this  is  brought  about,  however,  propounded  by 
him  differed  a  little  from  that  of  Majendie,  Ecker  and  others. 
During  inspiration  the  sinuses  of  the  cranium  being  emptied, 
cerebro-spinal  fluid  passes  from  the  spinal  cavity  up  into  the 
cranium  (which  is  a  closed  box,  whilst  the  spinal  cavity  is  not), 
whilst,  during  expiration,  the  intra-cranial  sinuses  being  dis- 
tended, fluid  is  driven  into  the  spinal  cavity  where  room  is 
found  for  it  by  the  occipito-atlantoid,  and  to  a  less  extent  the 
other  spinal  ligaments,  being  distended,  and  by  the  adipose 
tissue  inside  the  spinal  canal  being  pressed  through  the  inter- 
vertebral foramina.  This  theory  in  its  main  contentions,  viz., 
that  the  passage  of  fluid  during  expiration  is  from  the  cranial 
into  the  spinal  cavity  where  accommodation  is  made  for  it  in 
various  ways,  and  that  this  passage  of  fluid  occurs  both  with 
arterial  pulsation  and  during  the  expiratory  movement,  has 
during  the  last  thirty  to  forty  years  been  the  one  most 
generally  accepted.  Thus  the  younger  Richet  writing  in 
1 88 1  says:  "II  s'ensuit  qu'i  chaque  pulsation  cardiaque  le 
cerveau  se  gonfle,  se  remplit  de  sang  et  augmente  de 
volume,  mais  le  liquide  cephalo-rachidien,  comprim6  ainsi  entre 
les  hemispheres  et  le  cr^ne  reflue  vers  la  modele  epini^re,  de 
sorte  que  le  cerveau  n'est  pas  comprim6." 

Another  most  important  step  in  the  investigation  of  the 
intra-cranial  circulation  was  m^e  by  Leyden  (25)  in  1866 
when  he  took,  for  the  first  time,  tracings  of  the  movements  of 
the  brain.  After  trephining  the  skull,  he  used  an  instrument 
somewhat  like  a  sphygmograph  which  he  did  not  describe,  as 
he  recognised  that  the  tracings  were  not  very  satisfactory. 
One  can  see,  however,  on  the  tracings,  undulations  correspond- 
ing with  the  respiratory  movements.  He  showed  that  the 
movements  could  also  be  readily  seen  by  connecting  a 
cannula  fixed  to  the  trephine  opening  with  a  barometer.  Ex- 
perimenting on  dogs,  he  practically  repeated  Bourgougnon's 
observations  that,  where  there  is  an  opening  to  the  atmosphere 
in  a  cannula  fixed  in  the  trephine  hole  the  movements  of  the 
brain   are  seen,  whilst  as  soon   as  the  opening  is   closed  the 
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movements  are  no  longer  visible.  From  this  he  concluded  that 
the  quantity  of  fluid  inside  the  skull  does  not  vary  with  the 
pulse  or  with  respiration,  although  the  pressure  may  do  so. 
Leyden  also  made  important  observations  on  the  symptoms 
produced  by  the  gradual  increase  of  intra-cranial  pressure. 


fll>eeting0  of  Societies 


The  Edinburgh  Medico-Chirurgical  Society 

The  tenth  meeting  of  the  seventy-eighth  session  was  held  on 
Wednesday,  July  5th,  Sir  John  Batty  Tuke,  president,  in  the 
chair. 

Mr  Stiles  exhibited  a  child,  two  months  after  operation  for 
large  hydrencephalocele ;  a  child  after  operation  for  extensive 
tuberculous  osteomyelitis  of  the  tibia;  a  child  after  excision 
of  wrist  for  tuberculous  disease,  showing  a  perfectly  useful 
joint 

Dr  Alexander  Bruce  showed  a  patient  with  auditory  aphasia ; 
also,  microscopic  specimens  of  amyotrophic  lateral  sclerosis  and 
of  progressive  muscular  atrophy  indicating  that  there  are  two 
distinct  diseases,  viz.,  that  of  the  anterior  comua  without  any 
degeneration  of  the  crossed  pyramidal  tract,  and  that  of  the 
crossed  pyramidal  tract  without  any  involvement  of  the  anterior 
cornua. 

Mr  Stiles  and  Dr  Rainy  showed  skiagrams  of  (i)  tuberculous 
ankle ;  (2)  separation  of  lower  epiphysis  of  humerus  due  to  fall 
on  elbow ;  and  (3)  fracture  at  junction  of  upper  and  middle 
thirds  of  shaft  of  femur,  showing  typical  displacement  of  upper 
fragment  in  a  boy  of  twelve  years. 

Dr  Harvey  Littlejohn  showed  a  specimen  of  (i)  strangula- 
tion of  intestine,  two  feet  of  intestine  having  passed  through  an 
opening  in  the  omentum ;  (2)  intussusception  of  the  ileum  ;  (3) 
stomach  and  intestines  from  a  case  of  poisoning  by  two  ounces 
of  hydrochloric  acid  (spirits  of  salt),  six  feet  of  the  intestine 
showing  well-marked  corrosion,  and  death  occurring  in  an  hour 
and  a  quarter ;  (4)  stomach  from  a  case  of  poisoning  by  zinc 
chloride  (soldering  fluid),  showing  well-marked  corrosion. 

Dr  Alexander  Bruce  and  Mr  Cotterill  read  a  paper  on  **  a 
case  of  cerebellar  tumour,  considered  from  the  point  of  view  of 
localisation  and  of  treatment,"  which  will  appear  in  full  in  a 
future  number  of  The  Scottish  Medical  and  Surgical  JoumaL 

Dr  Foulis  read  a  paper,  illustrated  by  microscopic  specimens 


1 66  Meetings  of  Societies 

and  by  diagrams,  on  **'  some  observations  on  the  development  of 
the  testicle." 

Dr  Foulis  in  the  first  place  described  the  development  of  the 
ova  and  the  structure  of  the  ovary,  and  said  that  since  the  obser- 
vations of  Pfliiger  and  Waldeyer,  all  were  ag^ed  that  the  nuclei 
of  the  germ  epithelial  cells  became  the  germinal  vesicles  of  the 
future  ova;  but  all  observers  were  not  s^eed  as  to  how  the 
germ  epithelial  cells  became  enclosed  in  the  meshes  of  the 
mesoblastic  stroma.  Dr  Foulis  had  never  found  any  real  tubular 
structures  in  the  ovary,  although  vertical  and  transverse  sections 
of  variously  shaped  and  variously  sized  groups  of  cell  nests  gave 
the  appearances  of  such  tubular  structures ;  but  they  were  not 
real  tubes  as  had  been  described  by  Pfliiger.  Many  observers 
had  also  attempted  to  show  that  in  the  development  of  the 
testicle  certain  tubular  structures  from  the  Wolffian  body  could 
be  seen  growing  up  towards  the  germ  epithelial  cells  in  the 
germinal  ridge,  and  that  they  in  some  way  or  other  seized  upon 
certain  of  these  germ  epithelial  cells  which  ultimately  became 
the  cells  lining  the  tubules  of  the  testicle,  and  which  gave  rise 
to  the  sp>ermatozoa  in  the  seminal  secretion.  Thus,  an  attempt 
was  made  to  establish  an  homology  between  the  germinal  vesicles 
of  the  ova  and  the  nuclei  of  the  cells  lining  the  tubules  of  the 
testicle  which  gave  rise  to  the  spermatozoa. 

Dr  Foulis  then  described  his  own  observations  as  to  the 
origin  of  the  tubules  of  the  testicles,  and  also  of  the  cellular 
lining  of  these  tubules.  He  showed  that  in  the  youngest  testicle 
that  could  be  sliced  in  two  by  means  of  a  sharp  knife,  there  was 
always  present  a  capsule  of  peritoneum,  and  that  the  very  young 
testicle  was  invariably  attached  to  the  upper  part  of  the  Wolffian 
body  by  a  stalk-like  connection  of  peritoneum  which  could  only 
be  seen  in  the  earliest  stages  of  development.  Through  the 
centre  of  this  stalk-like  connection  there  passed  into  the  capsule 
of  the  testicle  a  columnar  mass  of  cells,  which  as  soon  as  it  was 
within  the  capsule  of  the  testicle  branched  out  in  all  directions, 
the  branches  being  minute  tubules,  the  tubule  semeniferi  of  the 
testicle.  Each  tubule  was  closed  at  its  end  and  consisted  of  a 
basement  membrane  on  which  was  a  single  layer  of  nucleated 
cells.  The  whole  capsule  of  the  testicle  was  distended  by  such 
tubules,  all  branching  off  from  the  central  columnar  mass  of  cells, 
which  itself  was  also  more  or  less  tubular,  and  could  be  traced 
back  in  vertical  and  transverse  serial  sections  until  it  became 
continuous  with  certain  convoluted  tubules  which  were  in  direct 
continuity  with  the  terminal  branches  of  the  Wolffian  duct.  Dr 
Foulis,  as  the  result  of  a  careful  study  of  his  recent  preparations 
of  the  Wolffian  body,  and  of  numerous  vertical  and  transverse 
sections  in  series  of  the  Wolffian  body  and  young  testicle  in  its 
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natural  position,  had  come  to  the  conclusion  that  the  testicle 
was  a  peritoneal  outgrowth  of  encapsuled  tubules  formed  in  the 
substance  of  the  germinal  ridge  at  its  upper  part,  and  that  the 
tubules  of  the  testicle  and  the  cells  lining  them  were  in  direct 
continuity  with  the  convoluted  tubules  of  the  Wolffian  duct. 


Edinburgh  Obstetrical  Society 

The  eighth  ordinary  meeting  was  held  on  the  12th  inst.  Dr 
Brewis  in  the  chair.  A  recommendation  by  the  council  allowing 
of  a  limited  discussion  on  specimens  was  agreed  to. 

A  small  sequestrum  removed  from  the  bladder  was  shown 
by  Dr  Keppie  Paterson.  It  had  separated  from  the  posterior 
part  of  the  body  of  the  right  pubic  bone,  and  was  evidently 
due  to  tubercular  action.  Dr  Haultain  showed  two  specimens : 
{a)  Tubercular  fallopian  tubes  removed  from  a  case  where  the 
only  symptom  was  increased  size  of  abdomen.  The  disease 
implicated  the  whole  peritoneum,  and  had  evidently  spread 
upwards  from  the  tubes,  {b)  Diseased  appendages  removed  for 
severe  dysmenorrhoea.  Though  at  first  sight  apparently  normal, 
a  section  showed  the  tunica  albuginea  greatly  thickened  and 
preventing  the  normal  rupture  of  the  graafian  follicles ;  this, 
in  Dr  Haultain's  opinion,  was  quite  sufficient  to  account  for 
the  s)rmptoms. 

Dr  Haig  Ferguson  showed  an  ovarian  tumour  about  the 
size  of  a  foetal  head  combined  with  a  pyosalpinx  which  appeared 
as  a  red  swelling  on  the  surface  of  the  tumour.  He  also  gave 
the  history  of  a  patient  who  became  acutely  maniacal  after 
ovariotomy;  the  temperature  did  not  rise  above  the  normal, 
and  the  mania  disappeared  on  the  fifth  day.  A  case  of  foetal 
peritonitis  causing  death  in  utero  was  shown  by  Dr  Ballantyne. 
The  mother  had  previously  had  nine  healthy  children.  She 
was  nursing  several  cases  of  measles  during  the  later  months 
of  this  pregnancy. 

Dr  MacVie  gave  an  interesting  communication  on  the 
difficult  question  of  mother  versus  childy  with  an  illustrative 
case  where  he  induced  premature  labour  in  a  patient  suffering 
from  cancer  of  the  rectum.  When  both  lives  are  in  danger 
the  question  as  to  which  should  be  saved  may  depend  on  the 
relative  mortality  of  different  operative  measures,  or  upon  the 
relative  value  of  the  maternal  and  foetal  lives.  In  normal 
health  conditions  the  answer  may  not  be  difficult,  but  when 
the  mother's  life  is  certain  to  be  shortened  by  existing  incurable 
disease  the  difficulty  is  greatly  increased.  Mrs  H. — a  5  para 
aged  thirty-five — was  six  months  pregnant  and  suffering  from 
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severe  constipation.  Examination  revealed  an  inoperable  car- 
cinoma of  the  rectum,  involving  the  posterior  part  of  the  cervix 
and  adherent  to  the  sacrum.  The  size  and  situation  of  the 
tumour  rendered  delivery  at  full  time  per  vias  naturaUs  im- 
possible. Two  courses  presented  themselves:  (i)  induction  of 
premature  labour,  which  would  not  be  without  increased  danger 
to  mother  and  serious  risk  to  child  ;  (2)  csesarian  section  at  full 
time,  with  the  risk  of  premature  labour  coming  on  at  a  time 
when  the  passages  might  be  blocked  and  so  greatiy  increasing 
the  danger  of  the  operation.  Dr  MacVie's  inclinations  tended 
to  the  former  course,  but  temporarily  gave  way  in  favour 
of  an  authoritative  opinion  advocating  the  latter  on  the  ground 
that  the  child's  life  was  the  more  valuable  of  the  twa  While 
watching  the  case  Dr  Mac  Vie  exercised  his  mind  on  the  data 
upon  which  the  relative  value  of  two  lives  is  to  be  deter- 
mined. In  the  matter  of  life  expectancy  a  new-bom  child  has 
a  slight  advantage  over  its  twenty  year  old  mother,  which  advan- 
tage increases  with  the  age  of  the  latter.  But  this  cannot  be  the 
only  datum,  or  every  case  of  contracted  pelvis  requiring  instru- 
mental interference  dangerous  to  the  child  would  become  a 
Caesarian  section.  When  the  mother's  expectancy  is  shortened 
there  must  come  a  point  when  the  child's  life  is  the  more  valu- 
able, if  its  life  expectancy  is  not  shortened  in  similar  ratio;  and 
here  the  question  of  antenatal  death-rate  must  be  taken  into 
account  It  seems  usual  to  r^ard  the  mother's  life  as  the  more 
valuable  even  when  her  expectancy  is  ten  or  fifteen  years  less 
than  that  of  her  child,  probably  because  her  expectancy  covers 
more  important  years.  Ethically  regarded,  life  value  consists  of 
personal,  social,  and  racial  elements — in  the  discharge  of  subjec- 
tive and  altruistic  obligations  and  the  performance  of  procreative 
functions.  At  certain  periods  these  are  impossible  ;  the  foetus  in 
utero  is  simply  a  parasite,  performing  no  functions,  and  only  a 
physiological  loss  to  the  mother,  its  actual  value  should  be 
represented  by  a  minus  quantity,  its  potential  value  in  accord- 
ance with  its  life  expectancy.  The  mother,  on  the  other  hand, 
has  realised  the  potentialities  of  life,  and  among  other  functions, 
is  indirectly  contributory  to  the  life  of  her  children,  so  that  her 
life  to  be  accurately  estimated  must  be  multiplied  by  some 
fractional  sum  of  theirs.  Thus  child  life  in  its  partially  developed 
stages  would  be  represented  by  a  varying  fraction,  the  mother's 
by  an  integer  raised  to  an  ti^  power  equivalent  to  her  manifold 
functions. 

The  further  history  of  the  case  was  that  of  constipation 
verging  on  obstruction  with  the  risk  of  spontaneous  premature 
labour  when  delivery  might  be  impossible.  Under  the  circum- 
stances Dr  Mac  Vie  decided  eventually  to  artificially  terminate 
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the  pregnancy.  This  was  successfully  carried  out,  and  at  the 
end  of  the  second  week  mother  and  child  were  both  thriving. 
Unfortunately  the  child  died  seven  weeks  later  from  enteritis. 

The  paper  was  largely  discussed  by  the  Fellows  present. 
Dr  Ballantyne  said  that  in  France  the  mother's  life  was  con- 
sidered as  equal  in  value  to  that  of  three  full-time  children.  Dr 
Haultain  did  not  think  the  onset  of  labour  would  add  seriously 
to  the  danger  of  caesarian  section. 

Dr  Berry  Hart  communicated  a  note  on  a  case  of  fibrous  tnole. 
The  pathology  of  these — though  of  the  greatest  interest  and 
importance — have  only  of  recent  years  attracted  the  attention 
of  obstetricians,  and  our  knowledge  is  as  yet  of  the  scantiest 
description.  After  referring  to  the  characters  and  varieties  of 
moles,  he  went  on  to  describe  a  unique  example  of  the  rarest 
form — the  fibrous  mole.  The  patient  had  suffered  nine  months 
previously  from  a  threatened  abortion  at  the  third  month.  This 
seemed  to  have  passed  off,  while  amenorrhoea  continued,  varied 
by  an  occasional  flooding.  She  was  evidently  not  normally 
pregnant,  and  an  examination  showed  the  uterus  enlarged  to  the 
size  of  a  tiiree  months'  pregnancy,  and  the  clinical  features  of  a 
fleshy  mole.  Soon  after  this  she  expelled  the  mass  shown  ;  it  is 
pear-shaped,  and  measures  4JX2J  inches;  rough  externally,  it 
is  seen  on  section  to  be  made  up  almost  entirely  of  a  white 
glistening  mass,  coarsely  granular,  with  a  small  amniotic  cavity 
at  the  lower  end,  but  no  foetus.  Microscopically  it  is  made  up 
of  hypertrophied  villi  which  present  the  following  peculiarities. 
The  core  is  composed  of  wavy  fibrous  tissue,  with  very  few 
corpuscular  elements,  and  hardly  any  vessels,  in  place  of  the 
ordinary  tissue  intermediate  between  myxomatous  and  connec- 
tive tissue.  Where  the  villi  do  not  touch  each  other  the  epithel- 
ium is  fairly  well  preserved ;  but  at  the  other  places  the  villi, 
intervillous  spaces  and  decidual  cells  are  blended  ;  here  the  villi 
lose  their  epithelium.  The  decidual  cells  are  well  preserved,  and 
there  is  also  present  a  homogeneous  brownish  substance,  the 
nature  of  which  is  difficult  to  ascertain,  but  it  is  probably  fibrin. 
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School  of  Medicine  of  the  Royal  Colleges,  Edin- 
burgh.— At  a  meeting  of  the  Governing  Board  of  the  School, 
the  Secretary,  Mr  R.  N.  Ramsay,  reported  that  the  number  of 
students,  so  far  as  ascertained,  attending  the  School  during  the 
Summer  Session  recently  closed  was  1205. 
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Asylum  for  Imbecile  Children. — Baldovan  Asylum  for 
Imbecile  Children,  near  Dundee,  is  about  to  be  rebuilt  This 
Institution,  which  is  the  oldest  of  its  kind  in  the  United  King- 
dom, was  founded  in  the  year  1855  by  the  late  Sir  John  Ogfilvie, 
Bart  Since  then  it  has  gradually  and  steadily  increased  in 
usefulness,  and  though  from  time  to  time  large  additions  have 
been  made  to  the  original  building,  the  demand  has  always 
been  in  excess  of  the  accommodation  available.  The  directors 
have  therefore  taken  a  new  and  much  more  desirable  site,  and 
the  plans  for  the  new  buildings  which  are  to  accommodate  over 
two  hundred  patients,  have  been  finally  approved  by  H.M. 
Commissioners  in  Lunacy.  The  future  asylum  is  to  be  on  the 
pavilion  system,  and  the  building  operations  are  to  be  com- 
menced forthwith.  It  is  estimated  that  the  entire  building  will 
cost  upwards  of  i^2  5,000,  but  at  present  only  £iQQO  are  to  be 
expended,  and  until  the  new  building  is  completed  the  two 
institutions  will  be  worked  together. 


University  of  Aberdeen.  —  Examiners  for  Degrees, — 
The  following  additional  examiners  for  degrees  have  been 
appointed  : — 

Zoology — Alex.  W.  Brown,  M.A.,  M.B.,  D.Sc  (Aberd.),  Aberdeen. 

Medicine — Arthur  F.  Voelcker,  M.D.  (Lond.),  London. 

Midwifery — Francis  W.  N.  Haultain,  M.D.,  F.R.C.P.  (Edin.),  Edinburgh. 

Graduation  Ceremony, — The  summer  graduation  ceremony 
was  held  in  the  Mitchell  Hall  on  Thursday,  July  20th,  when 
the  following  degrees  in  medicine  were  conferred : — 

DEGREE  OF  DOCTOR  OF  MEDICINE  (M.D.). 

Bruce,   Robert,   M.A.,  M.B.,  Ch.B.,  Cults,  Aberdeen.    Thesis — "  Multiple 

Neuritis."    [Under  New  Regulations.] 
Davidson,    Andrew,    M.B ,    CM.,    Dorset    County    Asylum,    Dorchester. 

Thesis — **  Neurological  Fragments,  Clinical  and  Pathological." 
Ferguson,    Robert,    M.A.,   M.B.,   CM.,  Swanley  Cottage,    Potter's    Bar, 

Middlesex.    Thesis — "Acute  Rheumatism." 
Fraser,   Alex.,    M.B.,   CM.,   Queen's   Park,    Manchester.      Thesis — "The 

Success  attendant  on  the  administration  of  Oxygen  in  Cancer." 
Jones,  John   Grant,   M.B.,   CM.,    i    Queen  Anne's   Gate,   London,   S.W. 

Thesis—"  Gout." 
Maguire,  Chas.  Evans.  MB.,  CM.  (Colonial  Medical  Service),  41  Grand 

Parade,  Brighton.     Thesis — "  Haemoglobinuric  Fever,  as  observed  in 

Lagos,  West  Africa." 
Murray,  Wm.,  M.A.,  M.B.,  CM.,  The  General  Dispensary,  Birmingham. 

Thesis — "  Acute  Rheumatism." 
Pirie,  James,   M.A.,  M.B.,   CM.,   Ashton   House,   Harbury,   Leamington. 

Thesis—"  Acromegaly  and  Gigantism." 
Smith,  Henry  Elkington,  M.A.,  M.B.,  CM.,  Strathspey  House,  Fairfield, 

Manchester.      Thesis — "A  contribution  to  the  study  of  Friedreich's 

Disease  ;  with  a  description  of  four  hitherto  unrecorded  cases." 
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Williamson,  George  Alex.,  M.A.,  M.B.,  CM.,  Colonial  Medical  Service, 
Lamaca,  Cyprus.  Thesis — "Observations  on  an  outbreak  of  Small- 
pox." 

The  Thesis  of  Mr  William  Murray  was  considered  worthy  of  "  Com- 
mendation." 

DEGREES  OF  BACHELOR  OF  MEDICINE  (M.B.)  AND  MASTER 

IN  SURGERY  (CM.)  (Old  Ordinances). 

Anderson,  Thos.  Brighton,  9  Pen  Martin  Road,  Brockley,  London,  S.E. 
Fiddes,  Alex.  MTherson,  4  Roslin  Terrace,  Aberdeen.  Macdonald, 
Wm,,  Holm  Mills,  Inverness.     Scott,  Robert  Bums,  Manbeen,  Elgin. 

DEGREES  OF  BACHELOR  OF  MEDICINE  (M.B.)  AND  BACHELOR 

OF  SURGERY  (Ch.B.)  (New  Ordinances). 

Bisset,  Ernest,  Wynndun,  Banchory-Ternan.  Clark,  Robert  Duncan,  46 
Devonshire  Road,  Aberdeen.  Davidson,  Norman,  Homewood,  Manno- 
field,  Aberdeen.  Dewar,  Daniel,  Teanacoil,  Beauly.  Esslemont,  Alex. 
Irvine,  16  Broad  Street,  Fraserburgh.  Forsyth,  Charles  Edwin  Percy, 
St  Maiys  Lodge,  Albion  Road,  Stoke  Newington,  London,  N.  Gordon. 
James,  8  Ehnbank  Terrace,  Aberdeen.  Gunn,  Geo.  Taylor,  M.A.,  Reay 
Schoolhouse,  Thurso.  Hannah,  Edmund  Walter,  Meadow  Bank, 
Darjeeling,  India.  Low,  John,  Gordon  Place,  Dyce,  Aberdeenshire. 
Munnik,  Cornelius  Gerhardus  Roeloff,  Koeberg,  Cape  Colony.  Ritchie, 
Whl  Duncan,  54  Broomhill  Road,  Aberdeen.  Sleigh,  Henry  Paterson, 
Strichen,  Aberdeenshire.  Smart,  James,  M.A.,  Elgin.  Sutherland, 
Alex.  Wm.  Mcintosh  (Invergorden),  21  Deemount  Road,  Aberdeen. 
Watt,  John  Alex.,  39  Belgrave  Terrace,  Aberdeen. 

Alexander  Macgregor  Rose  has  passed  all  the  Examinations  for  the 
Degrees  of  M.B.  and  Ch.B.,  but  will  not  graduate  until  he  has  attained  the 
necessar>'  age. 

GRADUATION  HONOURS. 
Alex.  W.  M.  Sutherland  graduates  with  "  Honourable  Distinction." 

JOHN  MURRAY  MEDAL  AND  SCHOLARSHIP. 

[Awarded  to  the  most  distinguished  graduate  (M.B.)  of  the  year.] 

Alex.  W.  M.  Sutherland,  Aberdeen. 
Proxime  accessit — George  Alex.  Mavor,  M.A.,  M.B.,  Ch.B.,  Aberdeen. 

DIPLOMA  IN  PUBLIC  HEALTH. 

Hutchison,  Robert  Fergus,  M.B.  (Aberd.),  Cults,  Aberdeen  (With  "Credit"). 
Laing,  Andrew  Ross,  M.B.  (Aberd.),  Cults,  Aberdeen.  Laing,  James 
Selkirk,  M.B.  (Aberd.),  Aberdeen.  M^Grigor,  Henry  James,  M.B. 
(Aberd.),  Aberdeen.  M*Willie,  John  George,  M.B.  (Aberd.),  Aber- 
deen. Smith,  Robert,  M.B.  (Aberd.),  Crawshawbooth,  RawtenstalL 
Young,  Andrew  W.  C,  M.B.  (Aberd.),  Chapel  of  Garioch,  Aberdeen- 
shire. 

The  George  Thompson  Travelling  Fellowship,  tenable  for  two  years, 
has  been  gained  by  George  A.  Finlayson,  M.A.,  M.B.,  Ch.B.,  Aberdeen. 
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Dr  John  George  Sinclair  Coghill 

Dr  Coghill  entered  on  the  active  duties  of  his  profession 
before  he  had  finished  his  medical  curriculum.  There  were  not 
enough  of  qualified  medical  officers  to  meet  the  requirements 
of  the  navy  that  was  called  to  active  service  during  his  student 
days  in  the  war  with  Russia,  and  young  Coghill  having  offered 
his  services  was  accepted,  and  spent  a  year  in  the  Baltic  as 
assistant  surgeon  in  the  fleet  under  command  of  Sir  Charles 
Napier  in  1854-55.  He  returned  and  completed  his  studies,  and 
graduated  at  the  University  of  Edinburgh  in  1857,  attending 
among  other  classes  Sir  James  Simpson's  lectures  on  midwifery. 
Sir  James  used  occasionally  to  give  a  medal  for  the  best 
notes  of  his  lectures.  Dr  Coghill  in  his  final  session  won  the 
medal  by  giving  in  the  best  set  of  notes  that  had  ever  been 
offered,  so  that  the  Professor  invited  the  medallist  to  take 
office  for  a  year  as  his  assistant. 

At  that  time  the  pamphlet  of  Dr  Marion  Sims  on  Silver 
Sutures  in  surgery  had  awakened  hope  as  to  the  curability  of 
vesico-vaginal  fistulas.  Dr  Bozeman  came  to  Edinburgh  and 
demonstrated  his  procedure,  and  when  Simpson  set  himself  to 
modify  the  operation  he  found  his  young  assistant  helpful 
in  many  ways.  The  twister,  for  example,  that  was  devised  for 
securing  the  wire  sutures  was  the  product  of  Dr  Coghill's 
ingenuity. 

He  went  in  1858  to  be  Demonstrator  of  Anatomy  in  the 
University  of  Glasgow  with  Professor  Allen  Thomson,  where 
he  gave  a  course  of  lectures  on  the  peripheral  nervous  system. 
He  continued,  however,  to  take  a  special  interest  in  the  cure  of 
fistulae,  and  had  a  series  of  successful  operations  at  a  time  when 
in  some  quarters  the  condition  was  still  regarded  as  hopeless. 
He  had  already  begun  to  make  a  reputation,  and  might  have 
continued  in  the  same  line  of  work  to  the  advantage  of 
gynecology,  but  a  tempting  opening  for  a  more  immediately 
lucrative  practice  having  offered  itself,  he  went  in  1861  to 
China  to  become  partner  and  successor  to  Dr  Bell  at  Shanghai. 
There  he  held  the  positions  of  Municipal  Medical  Officer  and 
Consulting  Physician  to  the  General  Hospital.     He  was  under- 
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stood  to  have  made  judicious  investment  of  his  earnings,  and 
after  nine  years  returned  to  Edinburgh  to  find  his  old  "  chief" 
laid  down  with  his  last  illness.  He  conducted  the  class  for  Sir 
James  during  the  closing  weeks  of  the  session  that  ended  in  1 870, 
and  became  a  candidate  for  the  Chair,  which  fell  vacant  in  May. 
For  some  years  he  lectured  on  Pathology  and  Pathological 
Anatomy  in  the  Extra-Mural  School  of  Medicine,  and  in  1876 
went  to  Ventnor,  where  he  devoted  the  remainder  of  his  life 
chiefly  to  the  treatment  of  tuberculosis.  As  Physician  to  the 
Royal  National  Hospital  for  Consumption  he  had  large  oppor- 
tunities for  observation.  He  was  open-minded  and  resourceful, 
early  recognised  the  value  of  antiseptic  inhalations,  and  before 
it  had  become  the  vogue  made  judicious  application  of  the 
open-air  treatment  of  consumptives.  He  was  a  man  of  many 
accomplishments,  as  can  be  seen  from  his  success  in  the  various 
phases  of  his  career.  His  position  in  the  obstetric  world  was 
marked  by  his  being  invited  to  give  the  address  on  Midwifery 
at  the  Ryde  meeting  of  the  British  Medical  Association.  But 
it  was  in  the  treatment  of  consumptives  that  his  longest 
and  best  work  was  done.  He  had  been  at  the  Tuberculosis 
Congress  in  Berlin,  and  returned  on  June  2nd  seemingly  in 
perfect  health  ;  but  immediately  after  his  return  he  was  seized 
with  haematemesis  and  melaena,  and  died  on  June  5th,  probably 
of  gastric  perforation,  in  the  sixty-fifth  year  of  his  age. 

A.   R.   0. 
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An  Introduction  to  Dermatology.  By  Norman  Walker,  M.D. 
8vo,  247  pp.,  29  coloured  plates  and  34  illustrations  in  text. 
Bristol :  John  Wright  &  Co.     1899.     Price  8s.  6d.  net. 

There  can  be  no  doubt  that  from  the  student's  point  of  view 
a  concise  book  on  Dermatology  is  a  recognised  want  in  the 
Edinburgh  School.  Dr  Walker's  "  Introduction  to  Derma- 
tology "  should  fill  the  gap  admirably,  for  while  not  profess- 
ing to  be  a  complete  system,  it  gives  that  systematic  teaching 
which  is  necessary  for  the  student  in  commencing  the  study 
of  skin  affections,  teaching  based  upon  the  anatomical  lesion, 
with  clear  directions  for  the  rational  treatment  of  the  disease. 
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The  introductory  section  on  treatment  is  admirable ;  it  is 
practical,  and  lays  down  the  broader  principles  of  treatment 
so  important  to  grasp  in  b^inning  the  study  of  the  subject. 
The  classification  followed  in  the  text  is  on  Unna's  well-known 
histopathological  lines,  which,  as  the  author  claims,  though  not 
perfect,  has  much  to  be  said  for  it  In  the  opening  sections 
anomalies  of  sensation,  of  secretion,  and  of  the  circulation  are 
considered,  and  from  these  the  author  passes  to  inflammations, 
traumatic,  neurotic,  and  infectious,  and  in  sequence  treats  of 
new  growths,  malig^^ant  and  benignant,  retrogressive  changes, 
malformations,  saprophytes,  and  anomalies  of  pigmentation. 
In  the  text  the  author  gives  a  concise  and  graphic  description 
of  the  condition  under  discussion,  with  an  account  of  the  histo- 
pathological changes,  short  paragraphs  on  differential  diagnosis 
and  on  prognosis,  and  a  full  account  of  the  treatment,  which  is 
discussed  from  the  standpoint  of  the  pathological  changes,  and 
is  a  practical  description  of  the  broad  principles  which  should 
guide  the  student,  and  the  application  of  those  principles  to 
the  individual  case. 

At  times  the  author  passes  from  the  beaten  track,  as,  for 
instance,  when  he  defines  eczema  as  "the  term  commonly 
applied  to  any  wet  or  scaly  inflammation  of  the  skin,  of  the 
cause  and  nature  of  which  the  observer  is  ignorant"  A 
delightful  definition,  which,  in  the  present  state  of  our  know- 
ledge, leaves  little  to  be  desired.  Lichen  planas,  again,  is 
regarded  not  as  a  catarrhal  inflammation  of  the  skin,  but  as 
of  a  granulomatous  nature.  Seborrhoea  appears  amongst  the 
infectious  inflammations,  and  psoriasis  is  regarded  as  an 
extremely  dry  type  of  seborrhoeic  dermatitis.  The  impartial 
critic  may  not  entirely  agree  with  the  author  in  these  views, 
but  must  admit  that  considerable  weight  of  evidence  is 
brought  forward  in  their  support,  while  at  the  same  time  the 
observations  of  others  are  fully  discussed.  The  aim  of  the 
book  is  to  give  the  student  a  concise  text-book,  with  sound 
practical  teaching,  and  in  this  aim  the  author  has  succeeded 
well.  Throughout  the  text  is  copiously  illustrated  with  plates 
and  figures  in  the  text.  The  microscopic  drawings  are  exceed- 
ingly good,  and,  with  the  exception  of  two,  are  from  the 
author's  own  preparations. 

The  author  is  to  be  congratulated  on  the  production  of  a 
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book  which  is  sure  to  be  useful  and  popular,  not  only  with  the 
student,  but  with  the  practitioner  who  got  his  systematic 
instruction  in  diseases  of  the  skin  under  the  old  r^ime,  before 
dermatolc^y  was  a  "  recognised  "  subject. 


An  American  Text-Book  of  Gynecology,  Medical  and 
Surgical,  for  Practitioners  and  Students.  By  Henrv 
T.  Byford,  M.D. ;  J.  M.  Baldy,  M.D. ;  Edwin  B.  Cragin,. 
M.D. ;  J.  H.  Etheridgb,  M.D.  ;  William  Goodkll,  M.D. ;. 
Howard  A.  Kelly,  M.D. ;  Florian  Krug,  M.D. ;  K  E. 
Montgomery,  M.D. ;  William  R.  Pryor,  M.D. ;  George  M. 
Tuttle,  M.D.  Edited  by  J.  M.  Baldy,  M.D.  Second  Edition, 
Revised.  Imperial  8vo,  880  pp.  360  Illustrations  in  text  and  47 
coloured  plates.  Price  34s.  London :  The  Rebman  Publishing 
Co.  (Ltd.).    1898. 

It  is  now  four  years  since  the  first  edition  of  what  has  come  to 
be  called  "  Baldy's  Gynecology  "  made  its  appearance,  and  it 
excited  not  a  little  interest  not  only  in  the  United  States  but 
also  on  this  side  of  the  Atlantic.  In  many  respects  it  was 
obtrusively  and  insistently  American  in  tone.  In  the  preface 
(which  is  reprinted  in  the  present  edition)  there  was  much 
"  spread-eagleism "  and  a  great  deal  of  wild  waving  of  the 
banner  ;  America,  for  instance,  was  referred  to  in  connection 
with  gynecological  surgery  as  "  the  country  of  its  birth  and  of 
its  most  substantial  improvements  and  progress."  Now  we  do 
not  know  what  the  members  of  other  nations  who  have  not 
had  the  fortune  to  be  bom  on  the  other  side  think  of  all  this,, 
but  to  us  in  the  "  bit  citee "  on  the  sides  of  the  north  the 
memory  of  James  Simpson,  of  Thomas  Keith,  and  of  Lawson 
Tait  is  still  fresh,  and  we  venture  to  think  that  these  men  had 
some  share  both  in  the  birth  of  gynecology  and  in  the  making 
of  substantial  improvements  and  progress  in  the  subject.  At 
the  same  time  the  profession  on  this  side  may  not  always  have 
been  ready  to  give  America  credit  for  all  she  has  done  for  this 
progressive  branch  of  medicine.  It  may  now,  however,  be 
granted  that  American  gynecology  as  set  forth  in  such  works 
as  that  under  review,  has  fully  established  itself  in  the  high 
opinion  of  the  medical  world,  and  no  longer  needs  to  claim 
that  it  has  done  everything  for  gynecology  in  the  hope  that  it 
may  be  conceded  that  it  has  done  something  ;  we  recognise 
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freely  the  good  it  has  accompHshed,  and  we  do  not  require  to 
be  bluffed  out  of  a  state  of  indifference  to  its  claims.  More- 
over, are  these  not  the  days  of  the  Anglo-American  friendship  ? 

The  second  edition  retains  the  characteristic  features  of  the 
work,  but  there  have  been  modifications  here  and  there.  The 
illustrations  of  old-fashioned  instruments  such  as  valvular 
specula  have  been  omitted,  so  have  the  pictures  of  the  various 
gynecological  chairs  and  examination  tables ;  on  the  other 
hand  many  new  plates  and  figures  representing  new  means  of 
operative  procedure  have  been  added,  generally  with  distinct 
increase  in  the  usefulness  of  the  whole  work.  In  the  letterpress 
the  most  extensive  alterations  are  to  be  found  in  the  chapters 
relating  to  vaginal  and  abdominal  hysterectomy,  to  diseases  of 
the  bladder  and  ureters,  and  to  plastic  operations ;  Alexander's 
operation  of  shortening  the  round  ligaments,  for  instance,  is 
more  fully  illustrated  and  described.  The  work  is  as  beauti- 
fully printed  as  before,  and  the  index  is  good,  although  here 
and  there  an  error  occurs,  such  as  in  the  reference  to  Tait's 
operation  for  the  artificial  menopause  which  ought  to  be  page 
419  not  519. 

One  of  the  best  parts  of  the  book  is  the  chapter  dealing 
with  pelvic  inflammation.  No  attempt  is  made  to  treat 
separately  of  the  various  conditions  known  as  salpingitis, 
pyosalpinx,  ovarian  abscess,  perimetritis,  parametritis,  and 
pelvic  peritonitis  and  cellulitis ;  it  is  believed,  and  most 
scientific  gynecologists  will  accept  it,  that  "  these  conditions  are 
so  intimately  associated  and  so  constantly  complicate  each 
other  that  it  becomes  impossible  to  treat  of  one  without  taking 
into  consideration  several  or  more  of  the  others."  In  this  way 
a  much  more  logical  and  more  useful  manner  of  studying  the 
inflammatory  lesions  of  the  pelvic  organs  is  forthcoming.  The 
authors  believe  further  that  nearly  every  case  of  pelvic  inflam- 
mation can 'be  traced  to  either  sepsis  or  gonorrhoea.  Under 
the  head  of  diagnosis,  a  description  of  Pryor*s  method  of 
posterior  vaginal  section  is  added  in  this  second  edition  ;  by 
this  means  the  peritoneal  cavity  is  entered  in  from  one  to  five 
minutes,  and  a  full  inspection  of  its  contained  viscera  can  be 
easily  made,  and  then,  if  necessary,  operative  procedures  can  be 
•carried  out. 

Here  and  there  in  the  work  are  to  be  found  traces  of  the 
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composite  nature  of  the  authorship,  indeed  it  is  remarkable  that, 
considering  the  number  of  collaborators,  the  traces  are  not  more 
evident  ;  for  instance,  on  page  1 1 6,  under  the  treatment  of 
sterility,  we  read  that  "  flexions  demand  the  use  of  the  intra- 
uterine stem  pessary.  Hyperinvolution  may  be  treated  with 
the  galvanic  intra-uterine  stem  pessary.  Similarly  attempts 
may  be  made  to  stimulate  the  growth  of  an  imperfectly  de- 
veloped uterus";  but  on  page  275  there  occurs  a  long  and 
strongly  worded  protest  against  the  use  of  stem  pessaries,  in 
which  the  following  sentences  are  found  :  "  there  are  still  those 
in  America  who  teach  and  practise  the  use  of  stem  pessaries," 
^*  their  advocates  consider  that  they  are  draining  away  dis- 
charges when  in  reality  they  are  producing  them  "  ;  "  the  stem 
pessary  requires  months  to  produce  a  result  ;  it  produces  pus, 
it  frequently  causes  inflammation  in  the  tubes  and  peritoneum  ; 
it  does  not  drain,  and  it  does  not  cure  endometritis." 

Among  the  subjects  of  gynecological  interest  which  have 
recently  come  prominently  before  the  profession  and  of  which 
little  notice  is  taken  in  this  work,  may  be  mentioned  the  mid- 
pain  or  mittelschmertz^  which  is  only  very  briefly  referred  to 
on  page  83  under  the  heading  of  the  "  intermenstrual  molimen." 
Deciduoma  malignum  also  does  not  seem  to  be  exciting  much 
interest  in  American  gynecological  circles. 

The  electrical  treatment  of  fibroids  is  a  subject  on  which 
Baldy*s  work  speaks  out  plainly :  "  Altogether  the  method 
(electricity)  must  be  considered  purely  experimental.  The 
above  results  are  certainly  not  flattering.  Surely  better  results 
have  been  obtained  from  the  use  of  ergot,  and  infinitely  better 
from  the  removal  of  the  uterine  appendages,  with  about  the 
same  rate  of  mortality.  In  all  cases  where  the  physician  feels 
he  would  not  care  to  attack  these  growths  radically,  in  view  of 
the  poor  results  at  the  hands  of  those  who  are  masters  of  the 
electrical  method,  we  would  certainly  recommend  the  use  of 
ergot  or  hydrastis  to  the  exclusion  of  electricity,  supplemented 
also  by  curettage  in  cases  with  severe  haemorrhage,  the  results 
on  both  the  tumour  and  general  economy  being  excellent." 

For  those  who  wish  to  be  up  to  date  in  matters  gyneco- 
logical, and  who  have  a  strong  leaning  towards  the  employment 
of  the  knife  in  a  large  number  of  morbid  conditions  of  the 
pelvic  organs,  in  which  it  is  not  perhaps  always  quite  necessary 
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to  take  such  heroic  measures,  the  work  under  review  may  be 
confidently  recommended.  Those  who,  while  quite  ready 
to  remove  ovarian  cysts  and  sarcomatous^  and  possibly  also 
carcinomatous  uteri,  yet  feel  a  little  shy  about  doing 
hysterectomy  and  oophorectomy  in  conditions  which  are 
not  of  themselves  necessarily  fatal  to  life,  had  better  go  else* 
where. 


Materia  Medica  and  Therapeutics :  An  Introduction  to  the 
Rational  Treatment  of  Disease.  By  J.  Mitchell  Bruce» 
M.A.,  M.D.,  F.R.C.P.,  Physician  and  Lecturer  on  Medicine, 
Charing  Cross  Hospital,  &c.,  &c.  Thirty-eighth  Thousand, 
lamo,  pp.  609.     London  :  Cassell  &  Co.     1899.     Pi^ice  7s.  6d* 

We  are  glad  to  see  that  this  well-known  and  deservedly 
popular  text-book  has  reached  its  "  thirty-eighth  thousand,"  and 
that  a  new  edition  has  been  issued  bringing  it  not  only  up-to* 
date  but  also  bringing  it  into  harmony  with  the  British 
Pharmacopoeia  of  1898. 

The  work  is  worthy  of  its  author,  and  the  present  edition 
contains  all  the  latest  knowledge  on  therapeutics,  including 
those  (as  yet  unofficinal  substances  but  most  valuable  thera- 
peutic agents)  known  as  "  Antitoxins." 

The  arrangement  of  the  Botanical  Natural  Orders  is  better 
than  in  most  manuals. 

Dr  Mitchell  Bruce  would  do  well  to  revise  his  division 
of  "  Extracta!^  The  division  is  far  from  logical.  Surely 
belladonna  is  not  the  only  alcoholic  extract,  nor  euonymus 
the  only  dry  one. 

It  is  a  book,  however,  which  we  can  confidently  recommend 
to  students  as  a  text-book. 


Hygiene  and  Public  Health.  By  B.  Arthur  WHrrELEOGE,  M.D,,. 
B.Sc.  Lond.,  D.P.H.  Camb.,  H.M.  Chief  Inspector  of  Factories, 
Lecturer  on  Public  Health,  Charing  Cross  Hospital  Medical 
School.  Revised  Edition.  i2mo,  pp.  596,  with  23  Illustra- 
tions.    London  :  Cassell  &  Co.     1899.     Price  7s.  6d. 

We  are  not  "surprised  to  find  that  in  its  revised  edition  Dr 
Whitelegge's  manual  has  reached  its  seventh  thousand.  The 
work  has  long  been  known  and  appreciated  by  students  and 
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practitioners  of  medicine  as  a  condensed  but  comprehensive 
guide  to  the  science  of  public  health,  and  at  present  we  know 
of  no  other  volume  which  contains  in  so  small  compass  so 
much  reliable  information.  The  author  puts  forward  very  few 
of  his  own  views,  but  gives  a  fair  and  unbiassed  account  of  the 
work  of  others.  In  this  new  edition  some  slight  additions 
have  been  made,  as,  for  example,  to  the  chapters  on  sewage 
disposal,  disinfection  and  vital  statistics.  An  excellent  sum- 
mary of  the  laws  relating  to  Public  Health  is  incorporated^ 
and  the  chief  provisions  of  the  Vaccination  Act  of  1898  are 
quoted. 


Schoolboys'  Special  Immorality.  By  Maurice  C.  Hime,  M.A., 
LL.D.  Demy  32mo,  pp.  X.-48.  London:  G.  &  A.  Churchill. 
1899.     Price  6d. 

The  author  of  this  pamphlet  takes  up  very  strongly  the 
position  that  it  is  the  duty  of  headmasters  in  public  schools 
to  recognise  the  extent  of  this  evil  and  treat  it  openly.  We 
are  not  sure,  however,  that  a  public  address  to  the  boys  on 
the  subject  is  a  means  to  its  prevention,  nor  do  we  think  that 
it  will  ever  be  necessary  to  make  it  a  rule  to  have  no  pockets 
in  their  trousers,  but  the  other  recommendations  given  here 
are  excellent  Dr  Hime  undoubtedly  makes  a  great  mistake 
in  imagining  that  no  schoolboy  ever  grew  up  to  man's  estate 
without  learning  of  the  existence  of  this  vice,  but  his  words 
cannot  but  have  a  good  effect  in  stimulating  efforts  for  its 
prevention. 
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Pathogenesis  of  Biliary   Lithiasis.  —  Ltepold-L^vi 

{Gazette  des  Hdpiteaux,  No.-  135,  1898),  discussing  the  patho- 
genesis of  biliary  lithiasis,  dismisses  the  anatomical  and 
"  humeral "  theories  as  untenable.  In  the  author's  opinion, 
the  bacterial  origin  of  the  disease  is  now  a  certitude.  The 
presence  of  living  micro-organisms  in  the  centre  of  the 
calculi  has  been  proved  beyond  dispute.  Clinically.it  is  to 
be  noted  how  frequently  biliary  lithiasis  follows  infectious  con- 
ditions and  particularly  typhoid  fever.    Lastly,  biliary  calculi 
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have  been  produced  experimentally  in  animals.  Migot,  in 
studying  cholecystitis,  found  that  gall-stones  could  be  produced 
by  the  introduction  of  the  B.  Coli  Commune  into  the  gall-bladder, 
while  asceptic  foreign  bodies  produced  neither  the  formation  of 
concretions  nor  increased  contractions  of  the  gall-bladder.  For 
the  experimental  production  of  these  gall-stones,  two  conditions 
were  necessary — a  relatively  attenuated  infection  and  a  relatively 
inert  condition  of  the  gall-bladder  preventing  premature  evacua- 
tion of  cholesterin  crystals.  Other  observers  have  produced 
gall-stones  experimentally  by  attenuated  cultures  of  Eberth's 
bacillus,  the  B.  Typhosis,  the  Staphylococcus,  Stuptococcus,  and 
the  B.  Subtilis.  The  author  concludes  that  while  primary 
inflammation  of  the  gall-bladder  may  be  necessary,  micro- 
organisms play  an  important  part  in  that  inflammation,  and  that 
any  alteration  in  the  clinical  constitution  of  the  bile  is  a  factor 
in  aiding  the  action  of  micro-organisms. 

A  Good  Blood  Stain. — Prince,  in  the  Philadelphia  Medical 
Journal  of  December  24th,  recommends  the  following  combina- 
tion as  a  good  staining  reagent  for  blood  : — 

Saturated  solution  of  toluidin-blue  (Grubler)  24  parts 
Saturated  solution  of  acid  fuchsin  „  i  part 

2  per  cent  solution  of  eosin  „  2  parts 

The  solutions  should  be  made  in  distilled  water.  They  should 
be  mixed  in  the  order  given  and  the  mixture  agitated  thoroughly 
for  a  few  minutes,  as  toluidin-blue  is  precipitated  by  the  acid 
aniline  dyes.  Use  only  the  supernatant  fluid.  The  mixture  is 
ready  for  immediate  use  after  agitation,  and  thirty  to  sixty 
seconds  are  long  enough  to  stain. 

After  ten  to  twelve  weeks  the  solution  requires  from  five  to 
seven  minutes  to  give  a  good  result  The  spreads  should  be 
fixed  in  dry  air  at  120*  for  twenty  minutes.  Fixation  with 
mercuric  chloride  or  with  alcohol  does  not  give  such  good 
results.  After  staining,  wash  rapidly  in  water  and  dry  quickly 
in  air.  Then  pass  through  the  Bunsen  flame  and  mount  in 
Canada  balsam.  By  this  method  the  chromatin  elements  are 
very  well  brought  out,  as  well  as  the  cell  granules.  The  Plas- 
modium malarise  stains  a  turquoise  blue. 


Acromegaly — Its  Pathological  Anatomy. — Mitchell 
and  Le  Count  (N,  K  Med,  Jour,,  April  15,  22,  and  29,  1899) 
give  a  post-mortem  report  of  a  case  of  this  disease,  and  in  con- 
nection therewith  add  a  critical  view  of  the  recorded  pathological 
anatomy.  Early  records  of  the  condition  are  not  of  much  value. 
Since  the  definite  recognition  of  acromegaly  various  efforts  have 
been  made  to  define  the  position  and  relations  which  it  has  to 
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giantism,  exophthalmic  goitre^  etc.,  but  as  yet  attempts  to 
formulate  any  idea  of  its  pathogenesis  from  a  detailed  con^ 
sideration  of  the  pathological  anatomy  have  not  met  with 
success.  Enlargement  of  the  bones  was,  of  course,  well 
known,  but  enough  attention  had  not  yet  been  directed  to 
the  enlargement  of  certain  organs  which  occurred  in  degree 
and  constancy  in  a  way  met  with  in  no  other  condition. 
This  applied  to  the  liver,  spleen  and  kidneys.  An  enlargement 
of  the  thyroid  had  been  quite  generally  observed.  The  thymus 
had  been  persistent  eight  times  in  recorded  cases.  It  is  almost 
universally  stated  that  the  hypophysis  shows  an  enlargement 
which  has  been  attributed  to  a  variety  of  conditions.  Sarcoma 
and  adenoma  are  the  most  frequent  pathological  changes  met 
with,  but  acromegaly  does  not  accompany  any  single  change  in 
the  hypophysis.  Numerous  cases  are  on  record  in  which  no 
symptoms  of  acromegaly  were  evident,  and  yet  hyperplasia  of 
the  gland  existed.  Acromegaly  cannot  be  dependent  upon  an 
abolition  of  function  alone,  for  the  hypophysis  is  the  occasional 
seat  of  granulomata.  The  relationship  of  the  hypophysis  to  the 
thyroid  gland  must  be  taken  into  account.  The  hypophysis 
becomes  enlarged  when  the  thyroid  gland  is  removed.  It  has 
also  been  found  increased  in  size  in  myxcedema  and  sporadic 
cretinism.  Their  study  leads  them  to  the  following  propositions 
bearing  on  the  pathogenesis  of  the  condition : — 

1.  The  cases  of  acromegaly  associated  with  true  tumour  of 
the  hypophysis  are  certainly  not  as  numerous  as  has  been 
heretofore  supposed. 

2.  There  is  not  as  much  constancy  in  the  pathological  con- 
dition of  the  hypophysis  as  there  is  in  an  enlargement  of  the 
heart,  the  thyroid  gland,  or  the  sella  turcica. 

3.  Acromegaly  does  not  depend,  at  least  not  solely,  upon 
abolition  of  any  function  of  the  hypophysis. 

4.  A  relationship  between  the  thyroid  gland  and  the  hypo- 
physis has  already  been  amply  proved. 

5.  It  is  not  at  all  improbable  that  proliferation  of  the 
histological  elements  of  the  hypophysis  may  be  instituted  in 
s(Hne  cases  by  a  primary  enlargement  of  the  sella  turcica ;  in 
other  cases,  an  oedema  or  haemorrhage  ex  vacuo. 

6.  We  have  no  reason  for  supposing  that  enlargement  of  the 
sella  turcica  may  not  be  as  constant  an  occurrence  in  acrom^aly 
as  the  changes  in  other  bones,  or  that  it  might  not  take  place 
from  a  similar  cause  or  causes. 


Primary  Malignant  Tumours  of  the  Suprarenal 

Gland. — Ramsay  {Johns  Hopkins  Hospital  Bulletin^   No.  94, 
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<95,  96),  from  a  study  ,of  sixty-seven  cases  of  primary 
malignant  tumours  of  the  suprarenal  gland,  concludes:  (i) 
That  while  malignant  tumours  of  the  suprarenal  gland  ar<^ 
irare,  they  should  be  considered  as  one  of  the  factors  to  be 
eliminated  in  the  presence  of  an  abdominal  tumour ;  (2)  that 
they  are  somewhat  more  common  in  the  male  sex ;  (3)  that 
while  in  a  certain  proportion  of  cases  the  symptoms  are  fairly 
well  marked,  there  are  many  in  which  no  symptom  points  to 
the  suprarenal  origin ;  (4)  that  rapid  loss  of  strength,  debility, 
emaciation,  digestive  disturbance,  and  abdominal  pain  are  the 
most  prominent  symptoms;  (5)  that  skin  changes  are  rather 
the  exception  than  the  rule ;  (6)  that  the  cases  run  a  rapid 
course,  the  duration  being  shorter  than  usual  with  a  neoplasm 
in  other  organs ;  (7)  that  the  diagnosis  is  impossible  in  many» 
difficult  in  all  cases ;  (8)  that  a  differential  diagnosis  must  be 
made  from  other  suprarenal  diseases,  from  renal  tumours,  from 
hepatic  tumours,  from  diseased  retroperitoneal  glands,  and  from 
cysts  and  new  growths  of  the  pancreas ;  (9)  that  the  prognosis 
is  always  serious,  even  following  a  successful  operation,  from 
the  great  frequency  from  which  both  glands  are  found  involved, 
and  the  tendency  to  early  metastasis ;  (10)  that  operation  gives 
the  only  hope  of  relief,  and  that  it  has  been  successful  in  two 
cases;  (11)  that  the  principal  difficulties  in  the  operation  are 
the  friability  of  the  tumour,  the  great  tendency  to  haemorrhage 
and  the  frequency  of  adhesions. 

The  author  gives  the  notes  of  three  cases  treated  by  opera- 
tion. The  first,  a  woman  aged  53,  was  admitted  with  a  large 
globular  mass  in  the  right  loin.  A  new  growth  of  the  kidney 
was  diagnosed.  The  abdomen  was  opened,  and  a  large  retro- 
peritoneal tumour  found,  generally  adherent,  and  Crossed  by  the 
colon,,  and  with  the  right  kidney  displaced  and  lying  in  front  of 
the  tumour.  The  tumour  was  removed,  and  the  patient  made 
an  uninterrupted  recovery.  Examination  showed  the  tumour 
to  be  a  fibro-myxo-sarcoma  of  the  right  suprarenal  gland.  The 
second  patient  suffered  from  a  rapidly  growing  tumour  in  the 
right  flank,  diagnosed  as  renal.  The  abdomen  was  opened  aiid 
a  lai^e  tumour  was  found,  with  the  kidney  displaced  downwards 
and  behind  the  tumour.  An  unsuccessful  attempt  was  made  to 
remove  the  tumour,  the  patient  dying  an  hour  after  the  opera- 
tion. The  tumour  proved  a  large  round  celled  alveolar  sarcoma. 
The  third  case,  a  male  aged  53,  suffered  from  a  large  nodular 
mass  in  the  left  hypochondrium,  extending  into  the  epigastrium. 
At  operation  a  large  tumour,  having  its  origin  in  the  left  supra- 
renal gland,  was  removed.  Death  followed  from  shock.  The 
.tumour  proved  an*  alveolar  sarcoma  of  the  suprarenal  gland. 
,In  spite  of  the  unfavourable  outlook  for  a  successful  operation, 
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^e  author  thinks  it  is  best  that  at  least  an  immediate  explora- 
tory operation  should  be  advised  in  all  cases  where  there  is  a 
s^$picion  of  a  .suprarenal  new  growth  being  present,  and  this 
js  even  more  true  when  a  tumour  can  be  palpated,  for  without 
operation  the  condition  is  necessarily  fatal. 


Mastoid  Disease  with  Thrombosis. — Delore  {Gazette 
des  Hdpitaux,  Na  36,  1899,  P-  355)  recounts  an  interesting 
case  of  mastoid  disease,  complicated  with  thrombosis  of  the 
lateral  sinus  and  internal  jugular  vein.  The  patient,  20  years 
of  age,  had  suffered  from  right  suppurative  otitis  for  some 
time.  Severe  pain  supervened,  vomiting,  high  temperature, 
and  swelling  in  the  upper  carotid  region.  The  general  con- 
dition was  grave.  There  was  no  delirium.  There  was  no 
swelling  or  oedema  in  the  mastoid  region,  though  tenderness 
was  extreme.  The  mastoid  was  trephined,  the  lateral  sinus  when 
exposed  was  found  surrounded  by  pus  and  thrombosed.  The 
osseous  canal  was  dressed.  An  incision  was  made  in  the 
neck  and  a  mass  of  inflamed  glands  extirpated,  the  jugular 
separated  and  found  thrombosed.  Two  unsuccessful  efforts 
were  made  at  catheterisation,  the  vein  was  ligatured  below  the 
thrombosed  area,  and  the  wound  drained.  After  operation 
the  temperature  fell  steadily  to  the  normal ;  five  days  after 
operation,  when  dischai^ed,  perfect  cicatrisation  had  taken 
place. 


SURGERY 

On  the  Treatment  of  Appendicitis  (by  Robert 
Sorel  (Le  HAvre),  Archives  Provinciales  de  ChirurgUy  May 
1899). — ^**  There  is  no  medical  treatment  of  appendicitis."  This 
dictum  of  Dieulafoy  is  echoed  by  Sorel  in  the  present  paper,  in 
which  he  seeks  to  emphasise  not  only  the  futility,  but  the  danger 
of  medical  measures  in  cases  of  inflammation  of  the  vermiform 
^appendix.  M^ny  patients  are  allowed  to  die,  he  says,  not  because 
physicians  fail  to  recognise  the  value  of  operation,  in  these  cases, 
but  because  they  look  upon  the  surgeon  as  the  last  resource, 
only  to  be  appealed  to  after  medical  means  have  failed.  He 
cites  an  illustrative  case  of  a  young  girl  seen  by  Dieulafoy  on  the 
seventh  day  of  an  attack  of  a,ppendicitis  which  had  been  followed 
}>y  peritonitis.  The  physician  previously  in  charge  of  the  case 
remarked,  **  I  have  employed  all  the  medical  measures  recognised 
by  the  authorities,  absolute  rest,  the  ice-bag  and  opium ;  I  have 
therefore  nothing  to  reproach  myself  with."    The  writer  cora^ 
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ments  on  this  too  common  attitude  with  the  remark  that  he 
can  report  many  cases  where  purgatives,  opium,  ice,  etc,  have 
not  been  n^lected — but  the  patients  are  dead.  In  following 
the  teaching  of  the  authorities  physicians  maintain  a  tranquil 
conscience— but  they  lose  their  patients.  He  attempts  to  show 
from  statistics  that  early  operation  is  attended  with  a  very  much 
lower  rate  of  mortality  than'  medical  treatment.  Chauvel  has 
computed  the  death  rate  in  cases  treated  medically  at  30  per 
cent,  without  taking  into  account  the  fact  that  those  who  recover 
from  one  attack  are  always  liable  to  others.  Against  this  he 
places  the  results  of  sixty-six  cases  operated  upon  by  different 
surgeons  at  the  request  of  Dieulafoy.  Of  these  only  nine  died, 
and  these  were  all  operated  upon  late  This  raises  the  question 
when  to  operate,  and  the  writer  agrees  with  Dieulafoy's  answer : 
"  In  acute  cases  within  twenty-four  hours ;  in  the  more  slowly 
progressing  ones  within  thirty-six  hours."  Sorel  believes  that 
if  this  rule  were  put  into  practice  there  would  be  no  mortality 
from  appendicitis.  Reports  of  four  cases  of  his  own  in  which 
operation  was  delayed  too  long  are  appended  to  the  paper. 


On  the  Treatment  of  Appendicitis  (by  M.  Chaput; 
Paris  {Gazette  des  H6pitaux\  i8th  Feb.  1899). — Chaput  has  con- 
tributed an  important  paper  to  the  Soci^U  de  Chirurgie^  in  which 
he  declares  himself  in  support  of  early  operation  in  almost  all 
cases  of  appendicitis.  He  considers  the  operation  of  removing 
the  appendix  in  the  interval  between  attacks  almost  absolutely 
safe,  having  performed  it  on  twenty  occasions  with  twenty  re- 
coveries. On  the  question  as  to  whether  the  appendix  should 
be  removed  after  ^  first  attack  has  subsided,  he  is  of  opinion  that 
if  the  patient  lives  within  easy  reach  of  surgical  aid  and  if  it  is 
possible  for  him  to  observe  a  strict  dietary  regime  he  need  not 
be  operated  upon  unless  symptoms  recur ;  but  if,  on  the  other 
hand,  he  is  far  from  a  surgeon  and  caimot  regulate  his  diet,  it  is 
safer  to  have  the  appendix  removed. 

In  cases  of  acute  appendicitis  Chaput  considers  operation 
imperative,  and  the  sooner  it  is  done  the  better.  He  quotes, 
with  approval,  Reutier's  saying  that  "he  has  often  r^^etted 
operating  too  late  in  appendicitis,  but  has  never  had  occasion  to 
regret  operating  too  soon."  Lejars  adds,  that  **one  should 
realise  the  responsibility  which  one  incurs  in  allowing  certain 
cases  of  appendicitis  to  settle  down." 

The  impossibility  of  exactly  diagnosing  the  condition  of  the 
appendix ;  the  consequent  uncertainty  in  the  prognosis ;  the 
risk  of  symptoms  becoming  aggravated  ;  the  comparative  safety 
of  an  early  operation  and  its  beneficial  results,  are  among  his 
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reasons  for  advocating  early  sui^ical  intervention  in  all  cases  of 
acute  appendicitis. 

Treatment  of  Chronic  Ulcers  of  the  Leg. — In  the 
New  York  Medical  Journal  of  25th  March,  Dr  Corsiglia  describes 
the  treatment  which  he  successfully  adopts  in  cases  of  ulcers 
situated  below  the  middle  of  the  leg.  The  leg  and  ulcer  are 
first  scrubbed  with  soap  and  water  and  then  dried  thoroughly. 
The  aim  is  to  reduce  any  ulcer  to  the  condition  of  a  simple 
ulcer,  and  this  is  done  by  curetting.  As  this  is  painful,  a  few  , 
drops  of  cocaine  (4  per  cent,  solution)  are  injected  superficially 
into  the  vicinity  of  the  ulcer.  After  anaesthesia  is  produced,  two 
or  three  more  drops  are  injected  deeply.  The  ulcer  is  then 
curetted,  and  the  bleeding  restrained  by  the  compression  of  a 
sponge  dipped  in  2  per  cent  solution  of  carbolic  acid  for  five  or 
ten  minutes.  If,  however,  bleeding  still  continues,  a  wet  dress- 
ing of  the  same  solution  is  left  on  for  twenty-four  hours.  His 
next  aim  is  to  get  the  ulcer  dry  and  to  dress  it  so.  The  speedi- 
est results  are  got  by  brushing  the  ulcer  with  pure  carbolic  acid 
and  then  touching  this  with  cotton  wool  dipped  in  alcohol,  which 
absorbs  and  restrains  the  action  of  the  acid.  If  there  is  any  oozing 
at  the  end  of  two  days,  the  ulcer  is  again  brushed  with  pure 
carbolic  acid.  The  bandage  is  applied  from  the  toes  upwards  to 
the  knee.  As  soon  as  the  ulcer  is  quite  dry,  small  pieces  of 
adhesive  plaster  are  heated  and  applied  to  the  sore,  one  piece 
overlapping  the  other,  but  a  small  space  being  kept  between  for 
the  escape  of  any  discharge  which  may  form.  This  dressing  is 
allowed  to  remain  on  for  one  or  two  weeks  if  there  is  no  dis- 
charge. The  writer  says  that  he  has  not  met  with  an  ulcer,  no 
matter  how  old,  which  has  not  yielded  to  this  treatment. 


Foreign  Bodies  in  the  Appendix. — In  the  Medical  Ag-e 
for  loth  April,  an  article  appears  on  the  occurrence  of  foreign 
bodies  in  cases  of  appendicitis.  At  one  time  such  bodies  were 
thought  to  be  the  sole  cause  of  inflammation  of  the  appendix, 
but  now  they  are  considered  to  play  only  a  very  trifling  part ; 
and  some  writers  even  assert  that  foreign  bodies  are  never  the 
cause  of  the  inflammation. 

Dr  Mitchell,  of  Johns  Hopkins  Hospital,  has  collected  the 
data  of  1400  cases  of  appendicitis,  and  finds  that  about  seven 
per  cent  were  cases  in  which  true  foreign  bodies  entered  into 
the  causation  of  the  disease.  Of  these,  however,  about  forty-five 
per  cent  were  due  to  faecal  concretions.  Dr  Mitchell  is  doubtful 
about  the  reliability  of  these  reports,  and  questions  whether 
seven  per  cent,  of  cases  would  show  the  actual  presence  of 
foreign  bodies.     Out  of  250  cases  of  appendicitis  treated  at 
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7ohns  Hopkins  Hospital,  in  only  one  case  was  a  foreign  body 
present,  and  this  was  the  segment  of  a  tapeworm. 

The  objects  which  have  actually  been  found  in  the  appendix 
are  numerous,  e,g,  shot,  pins,  worms,  gall  stones,  a  tooth,  and 
pieces  of  bone.  Two  grape  seeds  were  present  in  one  case,  and 
Osier  relates  two  cases,  in  one  of  which  five  apple  pips  were 
present,  and  in  the  second  nine  snipe  shot  Pointed  bodies 
form  the  most  frequent  cases,  and  of  these  pins  are  found  most 
often.  Dr  Mitchell  has  found  twenty-eight  cases  in  which  a  pin 
has  been  found  perforating  the  cxcum.  It  is  remarkable  that  in 
none  of  these  cases  were  the  patients  aware  that  they  had 
swallowed  such  an  article.  Lumbricoid  worms  are  often  found 
lodging  in  the  appendix,  and  in  one  case  part  of  a  clinical 
thermometer  was  present. 

The  conclusion  which  might  be  drawn  from  Dr  Mitchell's 
paper  is  that  foreign  bodies  of  light  weight  as,  for  example, 
grape  seeds  or  cherry  stones,  and  which  are  popularly  believed 
to  be  a  frequent  cause  of  the  disease,  are  in  reality  very  excep- 
tional causes. 
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Menstrual  Days  in  Pregnancy. — Bossi,  L.  M.  {Annalidi 

pstetricta  e  ginecologia^  xxi.,  445,  May  1899),  in  an  article  entitled 
the  "  physiology  and  pathology  of  pregnancy  during  the  days 
corresponding  to  the  menstrual  periods,"  gives  some  interesting 
conclusions  regarding  what  may  be  called  for  brevity  the  men- 
strual days  in  pregnancy.  He  insists  on  the  necessity  and 
wisdom  of  calculating  beforehand  and  registering  the  incidence 
of  these  days  in  all  pregnancies,  not  only  because  it  may  thus 
be  possible  more  exactly  to  foretell  the  date  of  the  supervention 
of  labour,  but  also  for  the --reason  that  thus  complications  of 
gestation  and  particularly  the  interruption  of  it  maybewarded  off. 
He  finds  that  it  has  been  anatomically  proved  that  iaithough  it  is 
uncommon  to  find  complete  ovulation  taking  place  in  pregnancy, 
yet  it  is  very  frequently  observed  that  there  is  a  monthly  tendency 
towards  this  function  as  is  shown  by  the  presence  of  a  number 
of  Graafian  vesicles  in  various  stages  of  maturation.  Further^ 
although  during  gestation  there  is  generally  a  suspension  of 
the  hienstrual  blood  flow,  yet  there  is  not  a  complete  suspen- 
sion of  the  concomitant  phenomena  both  general  and  local. 
The  occurrence  of  these  phenomena  constitutes  true  periodical 
menstrual  crises  in  pregnancy.  Physiologically  we  meet  with 
periods  during  gestation  in  which  there  are  to  be  noted  ex- 
aggeration of  nervous  phenomena ;  a  more  frequent  and  more 
superficial  respiration ;  a  greater  frequency  of  the  pulse  with 
transitory  oedema. and  increase  in  varicose  veins;  a  slight  rise 
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of  temperature,  especially  of  the  vagina  and  rettum ;  ah  exaggera- 
tion of  all  the  usual  phenomena  of  digestion  with  the  addition 
of  new  ones ;  a  tendency  to  diminution  in  the  amount  of  urine 
and  to  a  fall  in  its  specific  gravity;  a  decrease  in  the  quantity  of 
urea;  a  greater  tendency  to  the  presence  of  albumin,  and  an 
accentuation  of  the  cutaneous  pigmentary  changes  of  pregnancy. 
Pathologically  are  noted  at  these  periodic  times  a  tendency  to 
melancholia  or  to  hysterical  attacks,  to  nervous  &nd  albuminuric 
eclampsia,  exacerbation  of  osteomalacic  phenomena ;  enlarge- 
ment of  varicose  veins,  especially  of  the  labia,  with  sometimes  the 
appearance  of  new  ones  ;  a  depreciation  of  both  local  and  general 
conditions  in  the  cardiopathic ;  a  tendency  to  the  reappearance 
of  abrasions  and  ulcerations  of  the  cervix,  and  a  notably  greater 
proneness  to  abortion  and  premature  labour.  In  inducing  labour 
artificially  it  is  well  to  fix  upon  one  of  these  periods,  for  the 
result  then  is  much  more  rapidly  obtained  and  more  satisfactory. 

Histogenesis  and  Pathogen ksis  of  Uterine  Fibroids. 

' — ^Tridondani,  E.  (Anna/i  di  ostetrida  e  ginecologia,  xxi.,  385, 
May  1899),  concludes  from  the  microscopic  examination  of 
myomatous  uteri  that  uterine  fibroids  take  their  origin  in  the 
muscular  coat  of  the  small  uterine  arteries.  These  vessels  are 
to  be  distinctly  perceived  in  the  zone  of  tissue  (Sometimes  rich 
in  elastic  fibres)  which  surrounds  the-  neoplastic  nodule.  The 
increase  in  size  of  the  latter  is  due  to  the  apposition  to  it  of  new 
muscular  strata  which  emanate  from  these  peripheral  vessels. 
These  tumours  do  not  represent  the  products  of  irritative  or  in- 
flammatory processes,  nor  are  they  derived  from  proliferating 
congenital  germs ;  but  are  a  pathological  expression  of  the 
formative  activity  which  is  natural  to  the  genital  system,  and 
which  has  in  the  uterus  its  most  evident  manifestations. 
Drawings  are  given  showing  the  merging  of  the  -thickened 
muscular  walls  ^of  the  peripheral  blood  vessels  in  the  tumour 
with  which  they  are  in  apposition:  Tridondani  thinks  that  his 
^explanation  is  not  incompatible  with  the  occasional  occurrence 
of  a  hereditaiy  history  in  cases  of  families  in  which  several 
individuals  have  suffered  from  uterine  and  especially  fibroid 
growths. 


Heredity  of  Uterine  Fibroids  —Spannochi,  T.  {Annali 
4ii  ostetrida  e  ginecologia^  xxi.,  331,  April  1899),  has  had  his 
attention  drawn  to  the  heredity  of  fibroids  of  the  uterus  by  the 
Occurrence  of  these  tumours  in  two  sisters  (Jewesses)  operated 
upon  by  Pestalozza.  Both  the  sisters  had  heart  disease.  The 
farther  inquiry  into  the  family  history  brought  out  certain  very 
interesting  particulars.     The  grandmother  (B)  of  the  two  cases 
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under  consideration  was  one  of  sisters  (A  and  B)  u4io  married 
two  (M  and  S)  out  of  three  brothers,  called  M  S  and  P.  The 
grandmother  (B)  had  not  herself  a  tumour,  but  she  had  nine 
children,  of  whom  seven  were  females,  and  of  these  females  four 
had  fibroid  tumours,  and  two  of  these  had  also  heart  disease^ 
while  another  had  no  tumour,  but  gave  birth  to  a  daughter  wha 
developed  a  fibroid.  The  mother  of  the  two  sisters  originally 
referred  to  was  one  of  the  four  suffering  from  tumours,  but 
escaping  the  heart  disease ;  she  had  three  daughters,  the  two 
referred  to  and  a  third,  and  they  all  suffered  from  both  heart 
disease  and  uterine  fibroids.  To  return  to  the  history  of  the 
grandfathers,  P  (the  brother  of  S  who  married  B),  married  a 
woman  (E)  not  related  to  B,  and  by  her  had  five  daughters  and 
six  sons ;  two  of  the  daughters  had  fibroids  while  a  third  suffered 
from  heart  disease  and  gave  birth  to  three  daughters  of  whom 
one  suffered  from  a  uterine  fibroid.  Further,  one  of  E's  sons 
begat  a  daughter  who  had  both  a  fibroid  of  the  uterus  and  a  cyst 
of  the  ovary,  and  she  in  her  turn  gave  birth  to  three  daughters 
of  whom  one  had  already  been  operated  upon  for  a  large  uterine 
fibro-myoma*  The  eldest  brother  (M),  who  had  married  B*s  sister 
(A),  had  descendants  who  were  free  from  abdominal  tumours.  It 
remains  to  be  stated  that  the  two  sisters  who  were  operated  on 
by  Pestalozza  and  whose  cases  drew  attention  to  this  remarkable 
family  history  were  twins.  It  is  noteworthy  that  the  hereditary 
tendency  to  develop  uterine  fibroids  seems  to  have  had  its  origin 
in  the  males,  and  at  a  later  stage  in  the  family  history  to  have 
been  transmitted  again  through  a  male. 
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Protargol  (By  Wicherklewicz,  Die  OphthaL  Klinik,  Sepw 
20,  1898). — All  the  substitutes  of  nitrate  of  silver  have  silver  for 
their  basis,  and  of  all  these  protargol  has  the  most  therapeutic 
worth.  Protargol  contains  8*3  per  cent,  silver  more  than  all  the 
new  silver  salts.  In  acute  granular  and  catarrhal  conjunctivitis 
he  does  not  consider  protargol  to  be  so  useful  as  nitrate  of  silver 
or  acetate  of  lead.  It  is  also  surpassed  in  follicular  and  granular 
conjunctivitis  by  xeroform.  Protargol  in  5  per  cent,  solution 
has  an  especially  active  therapeutic  effect  in  corneal  ulceration. 
In  lachrymal  abscess  it  is  the  best  local  remedy  we  possess  if 
used  in  the  proper  way.  Protargol  is  an  absolute  specific  for 
blenorrhoea  of  the  new  born  or  the  adult  Wicherklewicz  prefers 
20  per  cent,  applications  by  the  brush.  In  addition  he  uses  a 
3  per  cent,  boric  or  i  in  10,000  sublimate  ointment,  and  has  a 
I  per  cent,  protargol  solution  dropped  into  the  eye  every  two 
hours. 
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The  Danger  to  the  Eye  from   Ligature  of  the 
Common   or   Internal  Carotid  (By  Siegrist,  Heidelberg 

Congress  of  Ophthalmology^  August  1898). — Siegrist  narrates  two 
cases,  (i)  Ligature  of  the  common  and  internal  carotid  for 
haemorrhage  following  operation  for  carcinoma  of  the  tongue. 
Sudden  blindness  was  produced  on  the  side  of  the  ligature, 
which  presented  the  appearances  of  embolism  of  the  central 
artery  of  the  retina.  Post-mortem  six  days  after  operation. 
Ascending  thrombosis  was  observed  from  the  site  of  the  ligature 
extending  6  mm.  into  the  ophthalmic  artery.  The  central 
artery  of  the  retina  was  found  to  be  blocked  near  its  origin  by 
an  embolus,  the  latter  being  overlaid  by  a  thrombotic  mass. 
The  retinal  changes  observed  involved  the  inner  layers.  (2)  Case 
of  pulsating  traumatic  exophthalmos  which  was  followed  on  the 
same  side  by  blindness  of  embolic  character  after  ligature  of 
the  carotid.  Five  months  later  atrophy  of  the  optic  disc  was 
observed,  together  with  partial  sclerosis  of  the  choroidal  vessels 
and  fine  pigmentation  of  the  retina.  At  the  end  of  a  year 
and  a  half  the  macular  region  showed  no  sclerosis,  but  the 
fine  pigmentary  changes  were  still  visible.  In  the  upper  part 
of  the  fundus  the  choroidal  vessels  were  completely  sclerosed, 
and  the  retinal  pigment  was  heaped  up  in  masses  around  this 
area. 


A  Case  of  Hemianopsia  following  Traumatism    (By 

Wickel,^^r/.  Klin,  Wochenschr.y  October  24, 1898). — The  case  was 
that  of  a  boy  who  had  been  thrown  down  a  flight  of  stairs,  striking 
the  back  part  of  his  head,  and  remaining  unconscious  for  several 
days.  At  the  end  of  a  week  a  lai^e  fluctuating  swelling  de- 
veloped at  the  site  of  the  injury,  which  required  three  punctures. 
Directly  after  the  fall  the  boy  developed  strabismus,  but  other- 
wise showed  no  symptoms  except  severe  headaches  from  time 
to  time,  which  prevented  him  from  attending  school.  At  the 
age  of  ten  and  a  half  years  he  suffered  from  attacks  of  dis- 
comfort in  the  head,  and  these  were  followed  by  loss  of  con- 
sciousness and  epileptic  attacks,  accompanied  by  considerable 
impairment  of  intelligence.  In  the  occipital  region  a  pulsating 
depressed  area  was  seen.  Examination  of  the  fields  of  vision 
disclosed  the  existence  of  left-sided  homonymous  hemianopsia, 
which  was  ascribed  to  the  injury.  The  patient  was,  however, 
able  to  read.  The  convergent  strabismus  of  the  left  eye  was 
thought  to  be  possibly  due  to  the  hemianopsia,  the  patient  pre- 
ferring to  see  with  the  large  temporal  field  of  the  right  eye.  It 
is  assumed  that  there  was  degeneration  or  rather  failure  of 
development  of  the  right  optic  tract 
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Acute  Epidemic  Ophthalmia  (By  Grecff,  BerL  Klin. 
Wochenschr,^  May  i6,  1898).— In  this  interesting  paper  GreefF 
states  that  hardly  a  year  passes  without  an  outbreak  of  acute 
Egyptian  ophthalmia.  He  maintains  that  no  district  is  quite 
free,  and  each  year  acute  ophthalmia  makes  its  appearance  in  or 
around  Berlin.  Under  orders  from  the  government  Greeff  has 
had  good  opportunities  of  carefully  studying  true  trachoma  in 
the  regions  where  it  abounds,  and  also  one  such  epidemic  in  a 
district  hitherto  free.  He  discusses  the  features  of  certain 
epidemic  ophthalmias  which,  although  often  confounded  with 
trachoma  or  Egyptian  ophthalmia,  are  really  distinct  The 
mode  of  outbreak  is  not  like  trachoma,  which  does  not  spread 
so  rapidly.  Trachoma  is  no  doubt  contagious,  but  every  con- 
tagious ophthalmia  is  not  trachoma.  The  contagious  nature  of 
trachoma  shows  itself  in  the  slow  invasion  of  the  household  or 
family,  of  whom  one  or  more  has  been  affected  for  years,  and 
this  usually  in  a  country  or  district  where  the  disease  has  been 
endemic  for  a  century  or  more. 


A  Case  of  Spontaneous  Haemorrhage  from  the 
Iris  and  Ciliary  Body  into  the  Anterior  Chamber 
IN  a  Case  of  Leukemia  (By  Sorger,  Munch,  med.  Wochen- 
schr,^  August  30,  1898). — Sorger  reports  a  case  of  leukemia 
that  was  complicated  by  haemorrhage  into  the  anterior  chamber 
of  the  right  eye.  As  the  blood  failed  to  become  absorbed,  an 
incision  was  made  through  the  cornea,  and  the  anterior  chamber 
drained  with  some  difficulty.  It  was  then  seen  that  the  blood 
vessels  of  the  ciliary  body  and  iris  were  tortuous,  and  many  df 
them  bled  freely,  necessitating  subsequent  evacuation.  The 
bleeding  subsequently  stopped,  but  the  patient  died  in  a  few 
months. 


Modern  Views  on  Trachoma  (By  Schulhof,  Annals 
of  Ophthalmology,  ]zxi\x^Ty  1899). — Schulhof  gives  a  very  com- 
plete summary  of  recent  work  on  the  etiology,  pathology,  and 
treatment  of  trachoma.  He  quotes  some  striking  figures  as  to 
its  prevalence.  In  thirty  Austrian  counties  there  were  in  1895 
nearly  30,000  sufferers,  while  in  the  Russian  Army  in  1896  the 
number  of  victims  reached  the  almost  incredible  proportion  of  62 
per  cent.  The  author  summarises  the  results  of  his  investiga- 
tions in  the  following  conclusions.  Its  appearance  is  favoured  to 
a  great  extent  by  special  conditions,  such  as  race,  locality,  general 
nutrition  and  occupation.  The  actual  natural  history  is  not  yet 
established,  experiments  and  inoculations  into  animals  having 
so  far  failed.  The  hypertrophy  of  the  conjunctiva  is  pathologi- 
cally and  histologically  the  principal  characterfetic  of  the  morbid 
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process.  Hitherto  the  following  have  been  generally  accepted 
as  the  best  means  of  treatment :  solution  of  nitrate  of  silver, 
and  its  substitute  argentamin»  touching  with  copper  sulphate, 
washing  out  with  sublimate,  the  galvano-cautery,  and  in  very 
obstinate  cases  more  extreme  measures,  such  as  the  use  of 
jequirty,  peritomy,  and  the  removal  of  the  hypertrophic  folds. 
Among  the  newer  remedies  the  following  deserve  a  trial : 
guaiacal-glycerine,  ichthyol,  sozoiodol  preparations  and  electro- 
lysis. But  the  most  important  measure  by  far  is  prophylaxis, 
by  means  of  the  regulation  of  the  sanitary  conditions  and 
prevention  of  the  spread  of  the  disease  from  patient. 

On  the  Prophylaxis  against  Ophthalmia  Neona- 
torum (By  Pechin,  Annals  of  OphthaL,  January  1899). — 
Pechin  prefaces  his  article  by  the  statement  that  Europe 
contains  at  least  3000  blind  people  who  have  lost  their  sight 
through  the  ravages  of  this  disease.  He  disparages  the  Cred6 
method  of  prophylaxis  on  account  of  the  danger  which  he 
considers  that  it  possesses  of  clouding  the  cornea.  In  the  first 
place  he  recommends  a  treatment  of  the  vagina  of  the  mother 
before  confinement,  and  free  washing  of  the  eyes  after  birth. 
The  first  care  should  be  oflTered  to  the  eyelids  while  waiting  to 
tie  the  cord.  This  attention  being  given,  the  child  is  to  be 
bathed,  and  the  eyes  are  to  be  more  carefully  cleansed  while 
the  eyelids  are  kept  open.  For  this  purpose  the  author  uses 
sterilized  distilled  water.  A  little  soap  may  be  added  to  the 
water,  but  nothing  else  should  be  used.  He  considers  this 
simple  method  of  prophylaxis  is  sufficient. 

Ocular  Troubles  Observed  in  Diabetes  (By  Dianoux, 

Annales  d Oculistique,  October  1898). — The  author  divides  his 
cases  into  three  types :  (i)  disturbances  of  the  lens ;  (2)  vascular 
lesions ;  (3)  central  scotomata.  In  the  first  he  has  observed  the 
fluctuations  of  vision  in  diabetic  cataract,  that  have  been  cited 
by  some  other  authors.  He  believes  that  soft  cataract  only 
develops  in  the  young  who  are  suffering  from  acute  or  the 
pancreatic  form  of  the  disease,  and  that  the  condition  appears 
constantly  with  emaciation  and  drying  of  the  skin.  It  never 
occurs  except  in  diabetes.  He  believes  that  in  the  aged  this 
disease  has  probably  no  effect  on  the  lens.  He  has  found  that 
senile  cataract  is  easily  operated  on,  and  that  the  disease  is  not 
a  contra-indication.  The  case  is  different  with  soft  cataract; 
here  death  frequently  results  from  pulmonary  apoplexy  in  a 
few  hours  after  the  operation.  If  this  does  not  occur,  the 
benefit  of  the  vision  does  not  as  a  rule  last  for  more  thaa 
twelve  to  fifteen  months. 
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Vascular  lesions  occur  only  in  the  aged,  and  are  due  to 
rupture  of  the  veins  or  capillaries,  and  never  in  the  author's 
experience  to  arterial  rupture.  Such  haemorrhages  usually 
precede  death  from  cerebral  softening.  If  they  are  mixed 
with  the  exudative  types  of  retinitis,  renal  disease  is  probably 
also  present,  in  which  cases  fatal  uraemic  symptoms  usually 
appear  in  a  few  months*  time.  Central  scotomata  progress 
steadily.  In  them  the  colour  sense  for  red  and  green  is  lost, 
but  the  visual  field  is  not  contracted.  These  blind  areas  never 
disappear.     Death  in  such  cases  ordinarily  results  from  coma. 


•Wotc 

The  William  F.  Jenks  Memorial  Prize. — College  of 

Physicians  of  Philadelphia. — The  Fifth  Triennial  Prize  of  Five 
Hundred  Dollars,  under  the  Deed  of  Trust  of  Mrs  William  F. 
Jenks,  will  be  awarded  to  the  author  of  the  best  essay  on — 
The  Various  Manifestations  of  Lithcemia  in  Infancy  and  Child- 
hoody  with  the  Etiology  and  Treatment, — The  prize  is  open  for 
competition  to  the  whole  world,  but  the  essay  must  be  the  pro- 
duction of  a  single  person.  The  essay,  which  must  be  written 
in  the  English  language,  or  if  in  a  foreign  language,  accompanied 
by  an  English  translation,  must  be  sent  to  the  College  of  Physi- 
cians of  Philadelphia,  Pennsylvania,  U.  S.  A.,  before  January  i, 
1 90 1,  addressed  to  Richard  C.  Norris,  M.D.,  Chairman  of  the 
William  F.  Jenks  Prize  Committee.  Each  essay  must  be  type- 
written, distinguished  by  a  motto,  and  accompanied  by  a  sealed 
envelope  bearing  the  same  motto  and  containing  the  name  and 
address  of  the  writer.  No  envelope  will  be  opened  except  that 
which  accompanies  the  successful  essay.  The  Committee  will 
return  the  unsuccessful  essays  if  reclaimed  by  their  respective 
writers,  or  agents,  within  one  year.  The  Committee  reserves 
the  right  not  to  make  an  award  if  no  essay  submitted  is  con- 
sidered worthy  of  the  prize. — jAMES  V.  iNGHAM,  M.D.,  Secretary 
of  the  Trustees. 
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CLINICAL  LECTURE  V 

POST-PARTUM  HEMORRHAGE 

Delivered  in  the  Glasgow  Maternity  Hospital 

By  ROBERT  JARDINE,  M.D., 
Physician  to  the  Hospital 

As  the  name  implies  this  form  of  haemorrhage  occurs  after  the 
birth  of  the  child.  The  placenta  may  or  may  not  have  been 
expelled.  When  the  placenta  is  still  in  the  uterus  it  will 
usually  be  found  to  be  partly  adherent. 

Source  of  the  kamorrhage, — It  is  usually  from  the  placental 
site,  but  occasionally  from  a  laceratW  cervix  or  vagina. 

Nature's  method  of  checking  haemorrhage  after  the  child  is 
bom  is  by  the  contraction  and  retraction  of  the  uterine  muscle. 
If  you  place  your  hand  on  the  abdomen  in  an  ordinary  case 
during  or  after  the  third  stage  you  will  feel  the  uterus  harden 
during  a  pain,  but  in  a  short  time  you  will  distinctly  feel  it 
soften  under  your  hand  when  the  pain  has  passed  off.  In  an 
ordinary  case  practically  no  bleeding  will  occur  during  the 
relaxed  condition.  This  is  due  to  the  retraction  of  the  muscle 
fibres  closing  the  vessels  and  also  to  the  clotting  in  the  mouths 
of  them.  In  the  vast  majority  of  cases  the  haemorrhage  is  due 
to  a  want  of  contraction  and  especially  of  retraction  of  the 
uterine  muscular  fibres.  This  may  be  known  as  the  atonic 
form,  while  in  those  cases  where  it  comes  from  a  laceration  it 
may  be  known  as  traumatic.  In  the  latter  form  contraction 
and  retraction  will  not  check  it. 

Causes  of  the  atonic  variety, —  i .  The  commonest  cause  of 
all  is  uterine  inertia  which  may  be  caused  {a)  by  exhaustion 
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from  a  too  prolonged  labour,  (^)  previous  over-distension  by  a 
multiple  pregnancy,  hydramnios,  etc.,  (^r)  by  frequent  pregnan- 
cies closely  following  each  other,  {d)  by  a  weak  state  from 
serious  constitutional  disease,  {e)  by  too  rapid  delivery. 

2.  Large  placental  site  in  cases  of  twins  or  triplets,  and  in 
such  cases  the  over-distension  is  another  factor. 

3.  Retention  of  clots  or  pieces  of  placenta  or  membranes. 

4.  Partially  adherent  placentae. 

5.  Previous  haemorrhage  in  cases  of  placenta  praevia  or 
accidental  haemorrhage. 

6.  Diseases  of  the  uterine  walls,  such  as  fibroids,  etc. 
Varieties — Primary  and  Secondary, — The  primary  occurs 

within  an  hour  or  so  of  delivery,  while  the  secondary  may 
occur  any  time  later  during  the  puerperium.  The  primary 
may  be  subdivided  into  external  and  concealed.  The  latter  is 
rare. 

Signs  and  symptoms, — The  patient's  pulse  becomes  very 
quick  and  feeble  and  she  collapses  and  may  faint.  The  uterus 
will  be  felt  to  be  flabby,  and  there  will  usually  be  a  great  gush 
of  blood  from  the  vagina.  In  a  few  cases  the  external  loss  is 
trifling.  The  uterus  will  then  be  felt  to  be  much  larger  than  it 
should  be.  The  patient  will  show  all  the  signs  of  collapse.  In 
any  case  shortly  after  or  during  the  third  stage  of  labour,  if  the 
pulse  suddenly  becomes  very  quick,  at  once  examine  to  see  if 
there  is  any  indication  of  haemorrhage  externally  or  concealed. 

Treatment  —  Prophylactic,  —  If  a  patient  has  in  former 
labours  suffered  from  inertia  uteri  and  haemorrhage,  for  the  last 
few  weeks  of  pregnancy  she  should  take  small  doses  of  ergot, 
strychnine  and  iron.  This  will  tone  up  the  uterine  muscle 
and  probably  prevent  post-partum  haemorrhage. 

In  no  case  should  labour  be  allowed  to  drag  on  indefinitely 
until  the  uterine  muscle  is  thoroughly  worn  out.  Timely  and 
proper  use  of  the  forceps  is  one  of  the  best  preventatives  we 
have.  If  in  the  second  stage  the  uterine  pains  are  lessening, 
do  not  wait,  but  put  on  forceps.  Always  deliver  slowly  and 
keep  the  uterus  firmly  pressed  down  against  the  body  as  it  is 
expelled.  Keep  your  hand  on  the  uterus,  and  keep  up  active 
friction  so  as  to  stimulate  its  contractions.  Never  be  in  a 
hurry  to  express  the  placenta  from  the  uterus  unless  there  is  a 
reason  for  doing  so,  but  as  soon  as  it  slips  into  the  vagina  expel 
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it  Forcible  expression  of  the  placenta  immediately  after  the 
child  is  bom  is  bad  practice.  This  is  not  nature's  method. 
After  the  placenta  is  expelled  the  hand  should  be  kept  on  the 
uterus  for  some  minutes  until  it  is  firmly  retracted.  If  the 
third  stage  is  properly  conducted,  post-partum  haemorrhage  can 
be  largely  prevented. 

In  cases  where  the  haemorrhage  comes  on  before  the 
placenta  is  expelled,  try  at  once  to  express  it  by  Cr^d^s 
method  after  firmly  kneading  the  uterus.  If  you  cannot 
manage  this  do  not  wait  but  introduce  your  hand  and  remove 
the  placenta  and  clots.  Peel  the  placenta  off  if  it  is  adherent 
and  make  sure  you  get  it  and  the  membranes  completely  away. 
Knead  the  uterus  down  firmly  on  your  closed  hand  retained  in 
the  cavity,  or  you  may  compress  the  uterus  firmly  between  one 
hand  in  the  vagina  and  the  other  over  the  abdomen.  This 
latter  method  is  especially  useful  in  cases  following  placenta 
praevia  as  it  firmly  compresses  the  lower  uterine  segment  where 
the  bleeding  is  coming  from.  A  hot  intra-uterine  douche 
(120°)  should  then  be  given  and  ergotin  hypodermically. 
Ei^ot  by  the  mouth  does  not  act  quickly  enough,  but  it  is  of 
use  for  keeping  up  the  contractions  later  on.  Active  compres- 
sion and  friction  must  be  kept  up  all  the  time  until  the  uterus 
gets  firmly  retracted.  After  an  hour  or  so  a  firm  binder  may 
be  put  on,  but  if  there  is  any  indication  of  relaxation  don't 
trust  to  anything  except  your  hand. 

Injections  of  cold  water  were  formerly  used,  or  pieces  of  ice 
placed  in  the  uterus.  The  hot  water  is  much  better,  but  it 
must  be  used  at  120° — that  is  just  as  hot  as  you  can  bear 
your  hand  in.  It  is  comforting  to  the  patient,  and  does  not 
cause  any  shock  as  cold  would  be  apt  to  do. 

How  to  give  an  intra-uterine  douche, — A  continuous  flow 
should  be  used  and  not  an  intermittent  one,  as  from  a  Higgenson's 
syringe.  There  are  various  forms  of  douche  cans — metal,  glass, 
and  rubber.  In  hospital  a  large  glass  one,  which  will  hold  a 
gallon,  is  the  most  useful.  The  handiest  form  I  find  for  private 
work  is  a  rubber  bag  one  with  a  valve  at  the  top.  When 
full,  it  can  be  allowed  to  lie  on  its  side  without  any  fluid  running 
out.  It  holds  S  pints,  or  i  oo  oz.,  so  that  an  ounce  of  lysol  or 
creolin  added  makes  a  i  per  cent,  solution.  The  best  form  of 
nozzle  to  use  is  a  long  curved  grooved  glass  one,  such  as  I 
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show  you.  It  gives  a  good  flow,  and  insures  the  return  of  the 
fluid.  This  form  can  very  easily  be  introduced  into  the  uterine 
cavity  without  passing  the  fingers  into  the  vagina.  This  is  of 
importance,  as  the  risk  of  carrying  in  septic  material  is  thus 
lessened.  Bozeman's  double  nozzle  does  not  give  nearly  so  good 
a  flow,  and  it  cannot  be  used  with  corrosive  without  blackening 
it.  I  strongly  recommend  the  glass  one.  It  is  very  cheap ; 
can  be  made  absolutely  sterile  by  boiling  ;  there  are  no  joints, 
etc.,  in  it  to  conceal  dirt.  It  is  not  easily  broken,  as  I  have 
had  one  in  use  for  nearly  two  years,  and  it  is  as  good  as  ever. 
If  a  short  piece  of  rubber  tubing  is  attached  to  the  nozzle  it 
can  be  boiled  along  with  it  before  using,  so  that  the  part  which 
is  grasped  is  aseptic. 

There  are  two  positions  in  which  a  patient  can  be  douched — 
on  her  left  side  or  on  her  back.  The  latter  is  by  far  the  better. 
Her  hips  should  be  well  over  the  edge  of  the  bed,  so  that  the 
fluid  will  run  off*  the  mackintosh  into  a  bath.  If  you  have  no 
assistance,  you  can  place  two  chairs  for  her  to  rest  her  feet  on 
their  backs ;  or  if  she  has  stockings  on  get  her  to  grasp  the 
top  of  each,  and  hold  the  legs  up  herself  This  gives  her 
something  to  do,  and  will  keep  her  attention  away  from  what 
you  are  doing.  The  external  parts  should  first  be  cleansed, 
and  then  the  vagina  douched  out  before  the  nozzle  is  passed  on 
into  the  uterus.  Always  use  plenty  of  fluid.  If  you  are  using 
corrosive,  end  up  with  boiled  water,  to  wash  out  as  much  of  the 
albuminate  of  mercury  as  possible.  Immediately  after  labour, 
when  a  douche  is  necessary,  there  is  nothing  better  than  boiled 
water,  provided  the  labour  has  been  conducted  on  aseptic 
principles. 

To  return  to  our  consideration  of  haemorrhage.  If  it  should 
continue  in  spite  of  your  treatment,  there  are  two  other  methods 
which  may  be  adopted,  viz.,  injection  of  perchloride  of  iron  or 
plugging  with  sterilized  or  Iodoform  gauze.  The  use  of  per- 
chloride of  iron  was  strongly  advocated  by  Barnes.  He  recom- 
mended the  injection  of  a  few  ounces  of  Liq.  Ferri  Perchlor. 
(B.P.)  into  the  uterine  cavity  after  clearing  all  the  clots  out. 
The  strong  liquor  may  be  used  by  adding  enough  to  water 
to  make  a  sherry-coloured  fluid.  You  are  all  familiar  with  the 
powerful  astringent  action  of  iron.  Besides  its  astringent  action^ 
it  irritates  the  uterine  muscle  and  causes  contractions.     There 
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is  no  doubt  of  its  powerful  haemostatic  action,  but  it  has  the 
great  drawback  that  it  causes  a  certain  amount  of  superficial 
necrosis,  and  this  necrosed  tissue  has  to  separate  and  come 
away.  Necrosed  tissue  lying  in  the  uterus  is  always  a  source 
of  danger  to  a  woman,  and  markedly  so  to  one  who  has 
had  a  severe  haemorrhage.  The  danger  of  septic  absorption 
after  haemorrhage  is  very  great.  If  iron  is  used,  the  uterus 
should  be  thoroughly  douched  out  next  day.  I  do  not  recom- 
mend this  treatment.  Plugging  I  believe  to  be  a  much  safer 
and  better  method,  provided  you  use  an  aseptic  plug.  Iodo- 
form gauze  makes  the  best  plug,  and  I  always  carry  it  ready 
in  my  obstetric  bag.  A  speculum,  forceps  to  grasp  and  steady 
the  cervix,  and  a  pair  of  uterine  forceps,  facilitate  the  plug- 
ging ;  but  if  they  are  not  at  hand  you  can  do  without  them, 
only  you  must  have  something  to  pack  the  gauze  into  the 
uterine  cavity.  The  douche  nozzle,  long  silver  catheter  or  a 
sound  will  do.  Long  strips  of  the  material  must  be  pushed 
right  up  to  the  fundus  until  the  cavity  is  packed.  Always  leave 
the  end  of  the  strip  in  the  vagina.  After  the  uterine  cavity  is 
full,  plug  the  vagina  firmly,  then  put  on  a  firm  binder.  The 
plug  should  be  removed  in  twelve  hours  or  so  and  the  uterus 
thoroughly  washed  out  with  an  antiseptic.  The  mouths  of  the 
vessels  will  be  sealed  up  by  that  time.  During  the  past  year 
I  used  the  plug  for  post-partum  haemorrhage  in  the  three 
following  cases.  The  first  case  was  one  of  post-partum  hae- 
morrhage after  accidental  haemorrhage.  In  spite  of  a  copious 
hot  douche,  ergotin  hypodermically  and  friction  over  the  uterus, 
there  was  considerable  oozing.  I  plugged  the  cavity  of  the 
uterus  and  the  vagina  firmly  with  aseptic  lint,  and  on  removing 
it  twelve  hours  later  there  was  no  bleeding.  She  made  an 
uninterrupted  recovery.  The  second  case  was  one  of  post- 
partum haemorrhage  after  a  very  difficult  delivery  through  a 
contracted  pelvis.  She  was  pulseless  and  required  an  injection 
of  three  pints  of  saline  fluid,  but  the  plug  completely  checked  the 
haemorrhage.  In  the  third  case,  after  accidental  haemorrhage,  it 
did  not  do  so  well  as  I  had  not  sufficient  material  to  completely 
fill  the  cavity.  There  was  considerable  loss  a  few  hours  later 
and  a  saline  injection  had  to  be  resorted  to.  The  plugging 
failed  because  it  had  not  been  done  thoroughly.  The  patient 
made  a  good  recovery  however. 
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If  the  patient  has  lost  much  blood,  she  will  be  in  a 
collapsed  condition  and  this  must  be  seen  to  at  once.  When 
much  blood  is  suddenly  lost  from  any  cause,  the  vessels  do 
not  have  time  to  contract  to  accommodate  themselves  to  the 
new  conditions  of  things,  and  the  remaining  blood  tends  to 
stagnate,  as  it  were,  in  the  large  dependent  veins.  It  is  not 
properly  returned  to  the  heart,  and  the  brain  suffers  from 
anaemia.  The  heart  becomes  affected  because  it  has  not 
sufficient  fluid  to  contract  on.  We  have  then  to  stimulate  the 
heart,  get  as  much  blood  sent  to  the  brain  as  possible,  and 
increase  the  volume  of  fluid  in  the  vessels. 

To  stimulate  the  heart,  hypodermic  injections  of  strychnine, 
ether,  or  brandy  should  be  given,  and  hot  fomentations  applied 
over  the  pericardium.  A  rectal  injection  of  whisky  and  water, 
two  ounces  of  each,  is  very  useful.  It  .seems  to  cause  uterine 
contractions,  and  is  thus  useful  in  two  ways.  The  anaemia  of 
the  brain  can  be  relieved  by  lowering  the  patient's  head  and 
raising  the  foot  of  the  bed.  Bandaging  the  legs  and  arms  is 
also  useful.  If  the  patient  can  retain  fluids,  she  should  be 
given  stimulant  by  the  mouth  frequently.  Copious  warm 
drinks  of  tea,  milk,  beef  tea,  etc.,  are  all  useful.  Her  warmth 
should  be  kept  up  by  means  of  hot  water  bottles. 

The  best  method  of  increasing  the  amount  of  fluid  in  the 
vessels  is  by  the  injection  of  a  saline  solution  (i  drachm  of 
common  salt  to  a  pint  of  sterilized  water  at  the  temperature  of 
1 00°  F).  This  may  be  done  into  the  rectum,  under  the  skin 
into  the  cellular  tissues,  or  directly  into  a  vein.  The  rectal 
injection  is  the  simplest  and  easiest,  and  is  very  useful  if  the 
case  is  not  very  urgent.  The  absorption  is  slow  and  often  the 
rectum  will  not  retain  the  fluid.  I  have  tried  all  three,  and 
from  experience  can  unhesitatingly  say  that  the  intercellular 
method  is  the  best  of  all.  In  my  next  lecture  I  shall  describe 
this  method  and  give  you  notes  of  a  number  of  cases  treated 
in  this  way. 

The  after-treatment  of  a  bad  case  of  haemorrhage  consists 
in  giving  the  patient  plenty  of  fluid  and  stimulating  nourish- 
ment. She  should  get  plenty  of  milk,  soups,  beef  extract,  or 
beef  tea,  etc.  Alcoholic  stimulants  should  be  given  so  long  as 
the  pulse  indicates  its  necessity.  For  drugs,  iron  alone  or 
combined  with  arsenic  or  quinine  is  the  best.     As  these  cases 
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are  very  prone  to  become  septic,  the  greatest  care  must  be 
taken  to  prevent  this,  and  if  it  occurs  you  must  lose  no  time 
in  adopting  active  measures  of  treatment. 

Traumatic  post-partum  hamorrhage, — In  these  cases  the 
haemorrhage  comes  from  a  laceration  of  the  cervix,  vagina, 
perineum  or  vulva.  These  lacerations  usually  occur  during 
difficult  labours,  but  it  is  possible  to  have  very  extensive  tears 
in  natural  deliveries.  The  worst  bilateral  laceration  of  the 
cervix  I  ever  saw  occurred  in  a  primiparous  natural  labour  last 
summer.  Fortunately  the  bleeding  was  not  very  severe.  I 
had  to  put  five  or  six  stitches  in  each  side  of  the  cervix  to 
close  the  tears.  The  cervix  is  sometimes  torn  in  forceps 
delivery,  and  this  is  apt  to  occur  if  the  instruments  are  ap- 
plied before  the  os  is  fully  dilated.  They  should  never  be 
applied  before  full  dilatation  of  the  os  unless  delivery  is 
urgently  required  in  the  interest  of  the  mother.  Delivery 
should  then  be  effected  slowly  and  with  the  utmost  care. 
Delivery  of  the  aftercoming  head,  especially  in  cases  of  placenta 
praevia  or  of  accidental  haemorrhage,  is  apt  to  tear  the  cervix 
unless  great  care  is  taken.  I  have  already  referred  to  two 
cases  of  this,  and  I  now  show  you  the  uterus  from  one  of 
them,  a  case  of  placenta  praevia.  Fig.  2,  where  you  will  see 
the  tear  extending  up  at  the  side  into  the  body  of  the  uterus. 
The  aftercoming  head  was  dragged  through  the  undilated 
cervix,  and  you  see  what  happened. 

Lacerations  of  the  posterior  vaginal  wall  and  perineum 
usually  go  together.  You  hear  the  forceps  frequently  blamed 
for  this.  The  worst  tears  I  have  seen  have  been  in  cases 
where  forceps  were  not  used  at  all.  I  frequently  use  the 
forceps  to  save  the  perineum.  There  are  cases  where  lacera- 
tion of  the  perineum  cannot  be  avoided,  but  if  the  axis  traction 
forceps  are  used  carefully  and  the  delivery  effected  slowly,  in 
the  vast  majority  of  cases,  if  there  be  any  tearing,  it  will  only 
be  slight. 

As  a  rule  the  haemorrhage  from  vaginal  or  perineal  tears 
is  not  alarming. 

I  have  seen  considerable  haemorrhage  from  a  small  tear  in 
the  vestibule  from  one  of  the  venous  plexuses  having  been 
injured. 

Diagnosis    of  traumatic  post-partum    hcemorrhage, — There 
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will  be  external  bleeding  going  on  although  the  uterus  is 
firmly  retracted.  A  vaginal  examination  will  reveal  a  tear 
in  the  cervix,  vagina,  perineum  or  vulva. 

Prognosis, —  It  is  grave  only  when  the  cervix  is  badly  torn, 
especially  if  it  has  been  a  case  of  placenta  praevia. 

Treatment, — The  prophylactic  treatment  is  to  deliver  slowly 
and  with  great  care.  In  a  case  of  placenta  praevia  do  not 
deliver  until  the  os  is  sufficiently  dilated  to  allow  of  the  head 
passing  easily.  If  the  hot  douche  fails  to  check  the  haemorr- 
hage from  the  cervix  you  must  stitch  it.  In  fact,  if  there  is 
much  laceration  even  if  there  is  no  haemorrhage  you  should 
stitch.  The  cervix  can  easily  be  drawn  down  to  the  vulva  to 
enable  you  to  put  the  stitches  in.  If  you  see  any  spouting 
vessels  tie  them.  If  you  have  not  the  means  at  hand  for 
stitching  you  must  then  trust  to  plugging,  but  this  is  not  as 
efficient.  In  a  tear  like  that  in  Fig.  2,  stitching  of  the  vaginal 
portion  of  the  cervix  will  not  do.  The  only  hope  of  saving 
the  woman  is  to  open  into  the  lateral  fornix  and  tie  the  uterine 
artery,  and  if  that  does  not  suffice,  extirpate  the  uterus  com- 
pletely. 

If  there  is  a  tear  in  the  vaginal  wall  stitch  it  after  tying 
any  bleeding  points  you  see.  A  continuous  suture  does  ad- 
mirably. I  need  hardly  say  that  a  torn  perineum,  whether  it 
is  bleeding  or  not,  should  always  be  stitched  at  once.  A  tear 
in  the  vestibule  must  be  treated  in  the  same  way.  It  is  very 
easy  to  conceal  the  fact  that  the  perineum  is  torn,  but  re- 
member that  the  woman  will  become  painfully  aware  that 
something  is  wrong  after  she  gets  up,  and  she  will  not  bless 
the  man  who  has  left  her  in  such  a  condition.  I  have  heard 
men  assert  that  they  never  see  a  torn  perineum.  I  believe  them, 
because  they  never  examine  their  patients  after  the  child  is 
born.  It  is  no  disgrace  to  tear  a  perineum,  but  it  is  a  disgrace 
not  to  stitch  it  when  it  is  torn.  In  every  case  examine  the 
perineum  after  the  child  is  born,  even  in  normal  labours,  and  if 
it  is  torn  to  any  extent,  stitch  it.  The  deep  stitches  should 
include  the  whole  tear.  Silkworm  gut  makes  the  best  deep 
stitches,  but  cat-gut,  which  will  not  be  absorbed  for  six  or 
eight  days  does  exceedingly  well,  and  has  the  advantage  of 
not  requiring  removal 

If  the   patient   is   at  all  collapsed   the  same  methods   of 
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stimulation,  saline  injections,  etc.,  as  used  in  the  atonic  form 
of  haemorrhage  must  be  adopted. 

Hamorrhages  of  the  puerperiutn  —  Secondary  post-partum 
hemorrhage. — Secondary  post-partum  haemorrhage  may  occur 
any  time  during  the  puerperium. 

Cause. — In  nearly  every  case  it  is  due  to  something  retained 
in  the  uterus,  such  as  a  piece  of  placenta  or  membrane,  a  clot, 
or  a  small  polypus.  Separation  of  a  clot  from  the  mouth  of  a 
torn  sinus  may  cause  it,  especially  after  placenta  praevia.  In  a 
good  manycases  there  has  been  primary  post-partum  haemorrhage. 

The  amount  of  blood  lost  at  one  time  may  not  be  very 
great,  but  if  it  recurs  frequently  the  drain  upon  the  system 
may  be  very  great. 

The  signs  and  symptoms  are  the  same  as  those  of  the  primary 
form.     It  is  apt  to  recur  unless  the  cause  of  it  is  removed. 

Prognosis. — If  the  amount  lost  is  great  it  is  a  grave  condi- 
tion, especially  if  there  has  been  ante-partum  or  primary  post- 
partum haemorrhage. 

Treatment — The  best  prophylactic  treatment  is  to  thoroughly 
empty  the  uterus  at  the  time  of  labour,  and  see  that  it  is  firmly 
retracted  before  the  binder  is  put  on.  If  there  is  any  indication 
of  relaxation,  ergot  should  be  given.  When  it  has  occurred,  a 
hot  douche  and  ergot  may  check  it  and  cause  the  expulsion  of 
whatever  is  retained,  but  this  cannot  be  relied  upon.  You 
should  thoroughly  explore  the  uterus  with  your  finger  and 
remove  whatever  you  find.  If  you  cannot  clear  it  out  with 
your  finger  use  the  flushing  curette.  To  do  this  thoroughly 
CHCI3  will  generally  be  necessary.  If  the  hot  douche  does 
not  check  the  haemorrhage,  plug  the  uterine  cavity  thoroughly. 
Put  the  patient  upon  ergot  and  strychnine.  Do  not  delay  in 
clearing  out  the  uterus,  as  repeated  haemorrhages  will  quickly 
exhaust  your  patient.  If  the  woman  is  septic  at  the  time 
there  is  considerable  risk  of  further  absorption  taking  place 
through  the  freshly  opened  up  surfaces.  You  must  therefore 
use  every  precaution.  The  uterus  should  be  thoroughly  douched 
out  with  perchloride  of  mercury  before  attempting  to  remove 
anything. 

The  after-treatment  is  the  same  as  after  primary  haemorrhage. 

The  following  two  cases  may  be  taken  as  types.  The  first 
was  a  multipara  seen  by  me  in  consultation  three  weeks  after 
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delivery.  Her  own  medical  attendant  had  not  been  present  at 
the  labour,  but  the  man  who  attended  said  that  everything  had 
come  away.  She  had  severe  haemorrhages  several  times  during 
the  puerperium.  Hot  douching  and  ergot  did  not  stop  them. 
Her  temperature  had  not  been  very  high.  Under  CHCI3  I 
found  there  was  a  piece  of  placenta  about  the  size  of  a  walnut 
firmly  arttached.  I  removed  this  with  a  flushing  curette  and 
thoroughly  douched  out  the  uterus,  but  had  to  plug  with  Iodo- 
form gauze  to  stop  the  haemorrhage.  The  repeated  haemorr- 
hages had  weakened  her  down  very  much.  Every  care  was 
taken  at  the  time  and  subsequently,  but  violent  sepsis  resulted 
and  she  died  a  few  days  later.  We  tried  antistreptococcic 
serum  but  without  any  lasting  benefit. 

The  second  case  occurred  recently.  The  patient  was  also 
a  multipara  attended  by  a  nurse.  The  labour  and  puerperium 
were  normal  and  the  patient  was  up  by  the  tenth  day.  Elarly 
on  the  morning  of  the  eleventh  day  she  had  a  violent  flooding 
and  I  was  sent  for.  I  found  her  very  much  exhausted,  and  on 
examining  found  the  vagina  and  uterus  full  of  clot.  I  cleared 
all  the  clot  out  and  gave  a  very  hot  douche.  I  found  nothing 
in  the  uterus  except  clot.  She  was  put  on  ergot  and  nux 
vomica.  There  was  no  recurrence  and  she  made  a  good 
recovery. 

Hcetnatoma. — -Haemorrhage  into  the  pelvic  tissues  may  take 
place  during  pregnancy  as  we  have  already  seen.  It  may  also 
occur  at  the  time  of  labour  or  very  shortly  after  the  child  is 
bom.  In  such  a  case  the  vessel  is  torn  during  the  labour,  but 
the  condition  is  not  recognised  until  sufficient  blood  is  poured 
out  to  form  a  swelling.  The  veins  in  the  broad  ligaments, 
vagina,  and  vulva  are  frequently  very  much  distended  or 
varicose  at  the  time  of  labour,  and  an  injury  to  any  of  them  is 
apt  to  cause  considerable  haemorrhage.  The  varicosity  of  the 
veins  in  the  broad  ligaments  is  an  exceedingly  common  condi- 
tion judging  from  Caesarean  sections.  In  all  my  cases  this 
condition  has  been  marked. 

When  a  vessel  deep  in  the  tissues  is  opened  into,  blood  will 
be  poured  out.     The  amount  will  of  course  depend  upon  the 
size  of  the  vessel  and  also  upon  the  laxity  of  the  tissues.     The 
blood  makes  its  way  towards  the  most  dependent  part,  and  if 
it  comes  near  the  surface  you  have  the  skin  becoming  black. 
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If  the  haemorrhage  is  very  great  the  patient  may  collapse,  but 
as  a  rule  the  pressure  of  the  surrounding  tissues  will  check  it 
before  this  happens. 

Signs  and  symptoms, — Unless  the  haemorrhage  is  very 
great  there  will  not  be  any  indications  of  collapse.  The 
patient  will  usually  complain  of  a  bearing-down  feeling  as 
if  there  were  something  to  come  away  from  her. 

Diagnosis, — A  vaginal  examination  will  reveal  a  some- 
what fluctuating  swelling  in  the  pelvis.  If  it  is  in  the 
broad  ligament  it  will  be  to  one  or  other  side  of  the  uterus, 
but  it  will  frequently  be  felt  in  the  side  or  back  wall  of  the 
vagina.  In  many  cases  in  a  few  hours  you  will  see  the  black 
discolouration  of  the  skin  of  the  buttock. 

Prognosis, — It  is  not  likely  to  prove  fatal,  unless  it  become 
septic,  and  even  then  prompt  evacuation  of  the  clot  and  free 
drainage  should  save  her  life.  In  some  cases  when  in  the 
broad  ligament  it  might  burst  into  the  peritoneal  cavity  and 
cause  her  death. 

Treatment — Stimulate  the  patient  if  she  requires  it,  and 
try  to  get  the  eflfusion  absorbed  as  quickly  as  possible.  Try 
to  prevent  her  becoming  septic.  If  the  clot  becomes  septic, 
her  temperature  will  rise  and  rigors  come  on.  It  must  be  at 
once  freely  incised  and  cleared  out.  The  cavity  should  be 
plugged  with  Iodoform  gauze.  Sometimes  the  skin  or  mucous 
membrane  covering  it  shows  indications  of  sloughing.  In  such 
a  case  a  free  incision  should  be  made  at  once. 

The  following  is  a  typical  case.  The  patient,  a  multipara, 
was  delivered  of  a  child  by  the  breech  in  the  afternoon.  The 
midwife,  in  her  endeavours  to  get  the  child  through  alive,  tore 
the  perineum  badly.  Several  hours  later  I  was  sent  for,  as  the 
woman  was  very  weak  and  complained  of  great  bearing-down 
as  if  there  were  something  to  come  away.  From  the  history  I 
thought  it  might  be  an  inversion  of  the  uterus.  I  found  the 
uterus  was  in  position,  but  the  right  side  of  the  vagina  was 
bulged  inwards  by  a  large  semifluctuant  tumour,  which  I 
diagnosed  to  be  a  ha^matoma.  I  gave  her  a  thorough 
douching  and  stitched  the  perineum.  Next  day  the  right 
side  of  the  vulva  and  the  right  buttock  were  quite  black. 

The  clot  remained  aseptic,  and  in  about  three  weeks  it  was 
nearly  absorbed. 
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TREATMENT  OF  PHTHISIS  BY  EPIDERMIC 
APPLICATION  OF  GUAIACOL 

By  A.  F.  SHOYER,  M.B.,  B.C.,  B.A.Camb., 
Formerly  House  Physician  Royal  Infirmary,  Dundee 

The  following  experiences  are  based  upon  the  results  of  the 
treatment  of  a  series  of,  for  the  most  part,  consecutive  cases  of 
phthisis  kindly  placed  at  my  disposal  by  Dr  Stalker  and  Dr 
Mackie  Whyte,  while  I  acted  as  their  house  physician  at  the 
Dundee  Royal  Infirmary. 

As  I  have  prefixed  to  my  own  results  a  short  resume  of 
the  literature  of  the  subject,  I  must  state  that  my  results  and 
the  conclusions  derived  from  them  were  arrived  at  while  I  was 
completely  ignorant  of  the  literature,  and  therefore  are  without 
bias  from  preconceived  notions ;  in  fact  I  was  astonished  to  find 
how  closely  my  own  experiences  followed  those  of  the  previous 
workers  at  the  subject.  My  method  of  working  was  the  result 
of  the  experience  of  a  few  preliminary  experiments  not  quoted 
in  this  paper. 

Sciolla  {Cronica  delta  Clinica  Medica  di  Genovay  1892-93) 
was  the  first  to  show  the  ready  action  of  guaiacol  when  applied 
to  the  skin,  and  recommended  its  use  as  an  antipyretic. 

Bard,  whose  results  were  brought  before  the  French  Congress 
of  Internal  Medicine  (5^;//.  MM,,  Aug.  17,  1895),  distinguishes 
between  an  antithermic  action  which  is  transitory,  and  an  anti- 
pyretic which  is  lasting.  He  considers  that  the  guaiacol  is  not 
absorbed,  but  that  it  stimulates  the  cutaneous  nerve-endings 
and  produces  a  reflex  fall  of  temperature.  He  states  that  those 
cases  of  tubercular  disease  only  are  benefited  in  which  there  is 
a  condition  of  interstitial  granular  formations  unaccompanied 
by  secondary  processes  such  as  suppuration  or  superficial 
pneumonia. 

Rondol  {ibid)  also  used  this  method,  and  notes  the  rapid 
fall  of  temperature  and  profuse  sweating  produced  by  the  drug, 
and  that  the  temperature  sometimes  subsequently  attains  a 
greater  height  than  before.  He  also  reports  cases  of  alarming 
hypothermia,  but  is  in  favour  of  the  method. 

Guinard  {Bulletin  g^n.  de  Thirap.,  1893)  agrees  with  Bard 
in  attributing  the  antipyretic  action  to  a  reflex  from  the  skin. 
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considering  that  the  effect  is  too  rapidly  brought  about  to  be 
due  to  absorption. 

Lupine  {Med,  Week,,  1893)  also  holds  the  same  view  and 
agrees  with  Bard  as  to  the  class  of  cases  benefited. 

Stolzenburg  {BerL  Klin,  IVocA,,  Jan.  29,  1894)  notes  the 
fall  of  temperature,  the  profuse  perspiration,  and  the  subsequent 
tendency  of  the  temperature  to  rise  to  a  higher  level.  He  con- 
siders the  shivering  and  malaise  which  is  sometimes  exhibited 
to  be  the  result  of  this  subsequent  febrile  attack.  He  states 
that  the  treatment  has  no  real  influence  on  the  disease,  and 
points  out  the  danger  of  collapse  with  large  doses.  He  cannot 
recommend  the  continued  use  of  the  method. 

Linossier  and  Lannois  (Sem,  Mid,,  Feb.  7,  1 894)  show  that 
the  drug  is  really  absorbed  by  the  skin  and  eliminated  by  the 
urine ;  maximum  absorption  takes  place  in  from  i  ^  to  4  hours, 
and  all  is  eliminated  in  1 2  hours. 

Brill  {Centralbl.  f.  inn,  Med,,  Nov.  24,  1894)  recognises  the 
powerful  antipyretic  properties  of  guaiacol  applied  to  the  skin, 
but  abandoned  its  use  owing  to  the  unpleasant  consequences, 
namely,  profuse  sweats,  weakness  and  danger  of  collapse. 

Bei^uin  and  Berdez  {Revue  Med,  de  la  Suisse  Rom,,  Mar. 
20,  1895)  used  the  method  to  rabbits  which  had  been  inocu- 
lated and  rendered  tubercular.  Comparing  rabbits  thus  treated 
with  control  animals  they  concluded  that  there  was  no  effect 
upon  the  progress  of  the  anatomical  lesion. 

Carter  {Brit,  Med.  Jour,,  July  7,  1 894)  treated  nine  cases  of 
phthisis  by  this  method.  He  also  notes  a  reactionary  pyrexia, 
exhausting  sweats  and  danger  of  collapse.  But  in  two  cases 
of  phthisis  he  produced  a  persistent  normal  temperature  by  its 
continued  use. 

Courmont  {Congris  franc,  de  Mid,,  1894),  Bon,  Larra  y 
Cerezo,  Kraukoff,  Bartoszewriz,  and  Blaise  were  also  workers 
with  this  method. 

Dr  Drury  opened  a  discussion  on  the  subject  at  a  meeting 
of  the  Royal  Academy  of  Medicine  in  Ireland,  Nov.  20,  1896, 
and  the  general  opinion  seemed  to  be  that  guaiacol  used  in  this 
way  was  a  powerful  but  dangerous  antipyretic,  and  that  it  had 
no  effect  upon  the  course  of  the  disease. 

Remarks, — From  the  above  survey  of  the  literature  we  learn 
(i)  that  a  great  number  of  investigators  have  used  the  method, 
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and  therefore  that  the  results  must  have  been  to  some  extent 
encouraging ;  (2)  that  the  drug  is  probably  absorbed  by  the 
skin  ;  (3)  that  the  antipyretic  effect  is  undoubted  ;  (4)  that 
there  are  certain  undesirable  results,  viz.,  profuse  sweats,  ex- 
haustion and  danger  of  collapse ;  (5)  that  the  temperature 
tends  subsequently  to  rise  to  a  higher  level  in  many  cases. 

In  my  own  cases  there  usually  occurred  a  rapid  fall  of 
temperature  after  the  application  of  the  drug,  and,  as  pointed 
out  by  Carter,  the  higher  the  temperature  at  the  time  of  appli- 
cation the  more  abrupt  the  fall,  and  as  a  rule  the  more  exhaust- 
ing the  accompanying  sweats.  In  a  few  cases  symptoms  of 
collapse  appeared.  To  avoid  the  sudden  downward  plunge  of 
temperature  and  its  unpleasant  accompaniments,  I  endeavoured 
to  apply  the  guaiacol  when  the  temperature  was  at  its  mini- 
mum, my  object  being  not  to  produce  a  fall  of  temperature  but 
to  prevent  a  rise.  Now,  owing  to  the  tendency  which  I  also 
noticed  of  the  temperature  to  rise  to  a  higher  level  after  the 
action  of  the  guaiacol  has  ceased,  it  is  of  no  avail  to  apply  the 
guaiacol  at  any  fixed  time,  say  at  4  P.M.  before  the  evening  rise, 
for  the  use  of  the  method  upsets  the  usual  rhythm  of  the  tem- 
perature, and  if  it  is  prevented  from  rising  at  its  usual  time  it 
will  go  up  later.  Hence  it  becomes  necessary  to  take  the 
temperature  at  frequent  intervals  and  apply  a  dose  of  the  drug 
whenever  it  commences  to  rise.  In  my  first  case  I  had  the 
temperature  taken  hourly  for  a  considerable  time  and  obtained 
excellent  results.  Subsequent  cases  could  not  be  treated  so 
thoroughly,  so  I  attempted  to  get  over  the  difficulty  by  apply- 
ing guaiacol  three  times  a  day  (every  eight  hours),  but  the 
results  were  seldom  as  satisfactory. 

The  guaiacol  may  be  applied  in  many  ways,  simply  painted 
on,  or  put  on  wool  beneath  a  watch-glass,  or  as  a  compress,  or 
covered  by  some  impervious  material.  I  painted  the  guaiacol 
on  the  chest  and  then  covered  the  area  with  gutta-percha 
tissue,  whose  edges  were  sealed  down  with  chloroform.  As  a 
rule  I  commenced  with  11^6  three  times  daily,  and  often  went 
up  to  11^30  three  times  daily.  In  some  cases  the  complete 
absence  of  effect  suggests  that  certain  skins  have  poor  absorb- 
ing power.  In  such  cases  a  previous  application  of  ether  might 
facilitate  absorption. 

Case   I. — Male,  aged  twenty-eight,  was  admitted  June  21, 
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1897.  Strong  tubercular  family  history.  Had  had  pleurisy 
eight  years  previously.  Was  now  suffering  from  pleural  effusion 
at  right  base  and  some  consolidation  of  right  apex.  After 
removal  of  69  ozs.  of  clear  fluid  from  right  pleural  cavity  the 
signs  at  the  apex  persisted. 

For  twenty-eight  days  he  received  ordinary  treatment 
without  any  special  drug.  On  July  1 9th  he  commenced  to  take 
quinine  sulphate,  gr.  i.,  thrice  daily,  and  his  temperature  at  once 
assumed  the  typus  inversus  (see  chart).  On  August  19th  the 
epidermic  application  of  guaiacol  was  commenced  and  con- 
tinued for  fifty-two  days  in  the  manner  indicated  above,  ten 
minims  being  used  at  each  application.  The  typus  inversus 
disappeared  at  once,  the  mean  temperature  steadily  fell,  and 


the  improvement  in  the  patient's  appearance  excited  general 
remark  from  observers  unaware  of  the  treatment.  He  was 
discharged  Sept  30,  1897.      He  died  of  phthisis,  April  1899. 

This  case  belonged  to  the  class  of  cases  which  Bard  indi- 
cated as  suitable  for  the  treatment,  for  there  were  no  signs  of 
secondary  infection. 

In  the  following  cases  I  had  to  be  content  with  applying 
the  guaiacol  every  eight  hours,  and  the  results  are  not  nearly  so 
satisfactory.  However,  as  there  were  some  positive  results  I 
shall  state  them.  Patients  under  this  treatment  seemed  to 
gain  weight  at  a  rate  not  equalled  by  patients  under  ordinary 
hospital  treatment,  even  with  cod-liver  oil. 

As  the  patients  remained  in  for  such  variable  periods,  the 
nearest  standard   of  comparison   of  which   I   can  think  is  the 
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greatest  gain  of  weight  in  any  week.     Thus,  of  fourteen  patients 
under  this  treatment,  the  greatest  weekly  gains  In  weight  were  : 

lbs.  2\,  7,  3,  o,  3i,  4i,  o,  sj.  o,  o,  J,  i\,  o, 
giving  an  average  of  232  lbs. 

Of  twelve  unselected  cases  treated   without   guaiacol   the 
greatest  weekly  gains  were  : 

lbs,  4,  2,  2,  o,  o,  4,  3i,  2,  I,  o,  o,  o, 
giving  an  average  of  1-25  lbs. 

This   confirms   the  general  impression   gained   during   the 
treatment. 

As  r^ards  the  temperature,  there  was  usually  a  rapid  fall, 
often,   however,  temporary,  being  sometimes   succeeded   by  a 


rise  to  a  higher  level,  so  that  it  would  be  of  benefit  to  carry 
out  the  plan  of  anticipating  the  rise  of  temperature,  which  I 
carried  out  in  the  first  case. 

Guaiacol  is  not  unique  in  this  power  of  producing  a 
reactionary  pyrexia,  as  is  seen  in  the  above  chart  of  a  case  of 
pleurisy  and  phthisis  to  which  phenacet'in  was  given  several 
consecutive  mornings  for  headache  (see  Chart  11.). 

In  nearly  all  of  the  following  cases  the  tubercle  bacillus 
was  found  in  the  sputum. 

Case  II. —  Female,  aged  sixteen,  advanced  case  of  many 
months'  duration.  Temperature  ranged  from  101  to  normal. 
Treated  eleven  days.     Died. 

Case  III. — Female,  ^ed  thirty-two,  advanced  case,  three 
months' duration.     Temperature  from  lOl  to  normal.     Treated 
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sixty-six  days.      Condition  stationary.     Temperature  somewhat 
lower. 

Case  IV. — Female,  aged  twenty-three.  Slight  case. 
Duration,  six  months.  Temperature  from  lOO  to  normal. 
Treated  eighty-eight  days.  Much  improved.  Gained  15  lbs. 
Temperature  at  end  of  six  weeks  practically  normal,  morning 
and  evening.     Tubercle  bacilli  abundant. 

Case  V. — Male,  aged  twenty.  Both  apices  affected. 
Duration,  one  year.  Temperature,  loi  in  evening.  Treated 
forty-five  days.  At  end  of  treatment  temperature  was  seldom 
above  99.  During  his  first  week  in  hospital  he  was  not  treated 
with  guaiacol  and  lost  2  lbs. ;  as  soon  as  the  treatment  was 
started  he  gained  steadily  every  week  and  his  cough  became 
easier.     He  gained  8  lbs. 

Case  VI. — Female,  aged  thirty-six.  Advanced  disease  of 
three  months'  duration.  Haemoptysis.  Temperature  normal. 
Treated  eleven  days.     No  result. 

Case  VII. — Female,  aged  thirty-five.  Advanced,  but 
chronic  case.  Temperature  afebrile.  Treated  eighteen  days. 
No  result. 

Case  VIII. — Male,  aged  fifty-five.  Chronic.  Tempera- 
ture afebrile.     Treated  twenty-four  days.     No  result. 

Case  IX. — Male,  aged  thirty-seven.  Advanced  disease  of 
both  lungs  with  cavitation.  Temperature,  evening  100,  morn- 
ing normal.  At  first  temperature  became  lower,  but  afterwards 
rose  to  103  and  patient  died.     Treated  twenty-eight  days. 

Case  X. — Female,  aged  forty-five.  Advanced  disease  of 
both  lungs  with  severe  tubercular  laryngitis.  Temperature, 
evening  loi.  Treated  for  seven  days,  and  patient  showed 
signs  of  collapse,  temperature  fell  to  subnormal  morning  and 
evening  and  patient  died. 

Case  XI. — Female,  aged  twenty-nine.  Very  advanced,  with 
marked  fever.  Temperature,  evening  1 04.  Treated  thirty-five 
days  without  effect. 

Case  XII. — Male,  aged  twenty-nine.  Advanced.  Even- 
ing temperature,  1 01.     Treated  thirty-five  days.     Died. 

Case  XIII. — Female,  aged  thirty-seven.  Advanced  disease. 
Duration,  four  months.  Temperature  in  evening,  99*5.  Treated 
thirty-four  days.  Temperature  became  afebrile.  Gained  3^ 
lbs.     Slight  general  improvement. 
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Case  XIV, — Female,  aged  twenty-five.  Advanced  disease 
in  both  apices  with  cavitation.  Temperature  in  evening,  99. 
Treated  twelve  days.  Gained  3!  lbs.  Temperature  not 
altered. 

Case  XV. — Male,  aged  twenty.  Extensive  affection  of 
both  lungs.  Duration,  six  months.  Temperature  in  evening, 
100.     Treated  fourteen  days.     Gained  4^  lbs. 

Case  XVI. — Male,  aged  thirty-eight.  Extensive  affection 
of  both  lungs.  Duration,  six  months.  Temperature  in  even- 
ing, 102.     Treated  seventeen  days.      Left  in  dying  condition. 

Case  XVII. — Female,  aged  forty-two.  Advanced  disease 
in  both  lungs.  Duration,  six  months.  Temperature  afebrile. 
Treated  twenty-seven  days.      No  result. 


Case  XVIII.- — Female,  aged  thirty.  Advanced  but  chronic 
case.  Duration,  three  years.  Temperature  in  evening,  100. 
Treated   twenty-one  days.     Gained   8   lbs. 

Case,XIX. — Female,  aged  thirty-one.  Slight  affection  of 
both  apices.  Duration,  six  months.  Temperature  in  evening, 
102.     Treated  twenty-nine  days.     Lost  weight     No  benefit. 

Case  XX. — Male,  aged  sixteen.  Moderate  affection. 
Temperature  in  evening,  99.  With  guaiacol  the  temperature 
became  more  febrile,  so  the  treatment  was  omitted  after  fifty- 
five  days  and  the  patient  seemed  better  without  it. 

Case  XXI. — Female,  aged  twenty-four.  Slight  affection 
of  one  apex.  Duration,  sixteen  days.  Temperature  in  even- 
ing, 1 02.     Treated  eight  days  without  benefit. 

Case  XXII. — Female, aged  thirty-six.    Advanced  diseaseof 
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both  lungs.  Duration,  nine  months.  Temperature  in  evening, 
101.    Treated  twenty  days.    Gained  \  lb.    General  improvement. 

Case  XXIII. — Male,  aged  twenty-three.  Pneumonic 
consolidation  of  right  apex.  Duration,  three  weeks.  Tubercle 
bacilli  abundant  in  sputum.  Temperature  in  evening,  102. 
Treated  forty-four  days.  Gained  9  J  lbs.  Temperature  per- 
sistently lowered  (see  Chart  III.). 

This  class  of  case  is  said  by  Osier  to  have  a  very  bad  prog- 
nosis, running  an  acute  and  fatal  course. 

Case  XXIV. — Male,  aged  twenty-three.  Fairly  advanced. 
Duration,  fifteen  months.  Temperature  never  above  998, 
Treated  fourteen  days.  Some  lowering  of  mean  temperature, 
but  lost  3  lbs.  weight. 


I  shall  add  an  extract  from  the  temperature  chart  of  a  case 
of  tubercular  peritonitis  treated  by  this  method.  The  patient's 
general  condition  which  was  already  improving  when. the  treat- 
ment commenced,  continued  to  do  so  (see  Chart  IV.). 

Analysis. — Of  25  cases,  10  improved,  12  were  unaffected, 
3  adversely  affected. 

Of  the  10  cases  which  improved  5  were  febrile  and  more 
or  less  free  from  secondary  infection,  3  were  subfebrile  and  pro- 
bably infected  by  the  organisms  of  suppuration,  the  remaining 
two  were  indefinite  cases. 

Of  the  1 2  cases  which  were  indifferent  to  the  treatment,  4 
were  afebrile,  4  were  febrile  and  had  secondary  infection,  and  4 
were  indefinite.  The  three  cases  which  did  not  tolerate  the 
treatment  were  febrile,  and  subjects  of  secondary  infection. 
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Case  XIV. — Female,  aged  twenty-five.  A 
in  both  apices  with  cavitation.  Temperature 
Treated  twelve  days.  Gained  3!  lbs.  1 
altered. 

Case  XV. — Male,  aged  twenty.  Exten- 
both  lungs.  Duration,  six  months.  Temper 
100.  Treated  fourteen  days.  Gained  4!  lb; 
Cask  XVI. — Male,  aged  thirty-eight  E 
of  both  lungs.  Duration,  six  months.  Ten. 
ing,  102.     Treated  seventeen  days.      Left  in  . 

Case  XVII. — Female,  aged  forty-two. 
in  both  lungs.     Duration,  six  months.     Tei. 
Treated  twenty-seven  daj-s.     No  result. 


C.KSE  XVMl.— Female,  a^ed  Airtj.     . 

case.     Duration,  three  \tars.     Tar-pcrat 

Treated  twtr.ty^^re  cax-s.     Gi:r.ed   S   '.b 
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When  we  analyse  from  the  point  of  view  of  temperature, 
we  find  1 5  febrile  cases,  of  which  5  had  no  secondary  infection 
and  improved,  4  had  secondary  infection  and  were  unaffected 
by  the  treatment,  3  had  secondary  infection  and  did  not  tolerate 
the  treatment.  There  were  4  afebrile  cases  all  indifferent  to  the 
treatment,  and  6  subfebrile  cases,  of  which  4  improved,  and  2 
were  unaffected. 

Thus  we  must  come  to  the  same  conclusion  as  Bard  did, 
that  the  best  cases  are  those  with  febrile  temperatures,  and  free 
from  secondary  infection.  The  subfebrile  cases  also  do  fairly 
well.  The  afebrile  cases  are  unaffected,  while  the  febrile 
cases  with  marked  secondary  affection  support  the  treatment 
badly. 

Finally  it  must  be  remarked  that  most  of  the  patients  who 
left  the  infirmary  improved  subsequently  returned  worse,  so 
that  no  permanent  effect  was  obtained.  Whether  the  continued 
use  of  guaiacol  in  these  cases  would  have  resulted  in  cure  cannot 
be  decided. 


FURTHER  NOTE  ON  MUSCULAR  ATROPHY  AND 
ARTERIAL  CONTRACTION  IN  CONNECTION 
WITH  TUBERCULOUS  JOINT  DISEASE 

By  A.  G.  MILLER,  M.D.,  F.R.C.S.E., 

Consulting  Surgeon,  Edinburgh  Royal  Infirmary, 

Examiner  in  Clinical  Surgery,  Edinburgh  University 

In  a  paper  read  before  the  Edinburgh  Medico-Chirurgical 
Society,  ist  July  1896,  and  published  in  the  Edinburgh 
Medical  Journal  the  following  September,  I  submitted  my 
views  as  to  the  probable  explanation  of  muscle  atrophy  in 
connection  with  tuberculous  joint  disease,  my  object  being  to 
show  that  the  atrophy  is  probably  due  to  diminished  blood 
supply,  caused  by  contraction  of  the  arteries. 

I  summed  up  my  argument  as  follows  : — 

"  I .  Muscle  atrophy  is  a  constant  and  prominent  symptom 
in  tuberculous  joint  disease. 

"  2.  No  explanation  of  this  atrophy  has  been  suggested 
hitherto  except  a  vague  and  mysterious  reflex  (nerve)  influence. 

"  3.  Contracted  arteries  have  been  seen  and  proved  to 
exist. 
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**  4.  The  muscle  atrophy  is  of  a  kind  likely  to  be  caused 
by  deficient  blood  supply  rather  than  by  nerve  influence." 

The  idea  was  suggested  to  me  long  ago  by  the  small  size 
of  the  arteries  seen  when  amputating  for  old-standing  joint 
disease.  For  instance,  the  femoral  may  be  about  the  size 
that  one  would  expect  the  tibial  arteries  to  be. 

In  support  of  my  views  I  referred  to  the  following  facts  : — 

1 .  Arterial  contraction  exists ;  noticed  by  myself  and 
others. 

2.  The  associated  muscle  atrophy  is  simple,  the  muscles 
not  showing  the  reaction  of  degeneration,  as  testified  to  by 
many  observers. 

3.  The  atrophy  becomes  general,  affecting  the  limb  as  a 
whole,  and  involving  every  tissue  (unless  perhaps  the  fat). 

4.  The  atrophy  tends  to  become  permanent,  and  in  some 
cases  progressive, 

I  also  pointed  out,  in  further  support  of  my  views,  that 
tuberculous  joint  affections  are  anaemic  (hence,  for  instance, 
the  name  "  white-swelling ") ;  while,  on  the  other  hand,  con- 
gestion (as  pointed  out  by  Rokitansky)  is  unfavourable  to 
the  tuberculous  condition.  It  is  well  known,  of  course,  that 
Bier  of  Kiel  has  founded  his  method  of  treating  tuberculous 
diseases  of  the  limbs  on  this,  and  that  his  treatment  has  been 
successful.  Since  writing  my  former  paper,  I  have  found  that 
Watson  Cheyne^  and  Treves^  consider  that  blood-vessels  are 
specially  concerned  and  involved  in  tuberculous  processes, 
primary  tubercles  being  found  in  and  around  the  arteries. 
Such  statements  seem  to  me  to  support  my  view.  I  added 
an  appendix  to  my  paper  in  which  I  pointed  out  that  the 
same  arteries  that  supply  the  joints  (giving  as  examples  the 
shoulder,  elbow,  hip  and  knee)  supply  also  the  muscles  that 
specially  atrophy  in  tuberculous  joint  disease. 

At  this  stage  let  me  refer  to  the  only  adverse  criticism  that, 
so  far  as  I  know,,  has  been  advanced  against  my  view.  My 
friend  Mr  C.  W.  Cathcart,  in  the  discussion  on  my  paper, 
stated  that  want  of  use  was,  in  his  opinion,  sufficient  to  account 
for  the  atrophy  in  tuberculous  joint  disease,  and  claimed,  in 
support  of  this  view,  the  occurrence  of  marked  and  permanent 

^  Tuberculous  Diseases  of  Bones  and  Joints,  1895. 
'■^  Treves'  Surgery,  article  on  Tuberculosis. 
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muscle  atrophy  in  stumps.  I  did  not,  in  my  paper,  specially 
refer  to  want  of  use  as  a  factor  in  muscle  atrophy,  because  I 
took  as  granted  that  it  had  some  influence,  though  not  the 
greatest  My  words  were  "  the  muscle  atrophy  which  we  find 
so  marked  in  tuberculous  joint  disease  is  greater  than  can  be 
accounted  for  by  mere  want  of  use." 

The  difference  between  Mr  Cathcart's  opinion  and  mine  is 
this,  I  take  it,  that  he  considers  want  of  use  the  sole  or  main 
factor,  while  I  look  upon  it  as  a  minor  factor,  the  principal 
cause  being  in  my  opinion  diminished  blood  supply. 

In  support  of  my  view  I  shall  not  requote  the  various 
points,  but  merely  refer  to  two  things ;  first,  muscle  atrophy 
from  want  of  use,  as  after  a  fracture,  is  generally  easily  and 
completely  recovered  from,  whereas  atrophy  from  joint  disease 
most  frequently  is  not.  On  the  other  hand  the  latter  may 
improve  when  the  limb  is  at  rest  (as  in  a  plaster  case  for  example), 
provided  the  joint  disease  improves.  This  I  have  seen  and 
noted  frequently.  Consequently  want  of  use  cannot  be  the 
main  or  sole  factor  of  the  atrophy,  because,  as  I  have  said,  the 
muscles  do  not  recover  perfectly  when  use  is  resumed,  and  may 
even  improve  in  nutrition  when  at  rest. 

In  regard  to  Mr  Cathcart*s  second  point,  I  think  that  the 
inapplicability  of  the  argument  is  evident,  for  in  the  case  of  a 
stump  (after  amputation)  there  is  more  than  mere  want  of  use 
to  cause  the  atrophy,  there  is  loss  of  parts  and  also  loss  of 
function.  Further,  I  consider  that  investigation  into  the 
atrophy  in  stumps  supports  my  view  of  the  cause,  for  the 
atrophy  is  not  merely  of  muscle — it  is  general,  of  the  whole  of 
the  tissues  left ;  moreover  it  is  progressive  and  pennanent 
This,  I  take  it,  is  just  what  would  be  the  result  of  diminished 
blood  supply,  and  Thoma  has  found  endarteritis  obliterans  in 
stumps.^ 

It  has  been  said  to  me  that  the  free  bleeding  and  apparent 
large  number  of  small  arteries  that  require  ligaturing  in  cases 
of  excision  or  amputation  for  tuberculous  disease  is  against  my 
view  of  contracted  arteries.  I  would  suggest  as  an  explanation 
of  this  statement  (which  has  not  been  proved)  that  thickening 
of  the  coats  of  the  smaller  arteries  (articular  in  the  knee  for 
example)   would   account   for  what    has   been   observed ;    for 

*  Thoma*s  Pathology,  Vol,  L,  translated  by  Dr  A.  Bruce,  p.  300. 
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thickened  vessels  look  larger  than  they  really  are  and  bleed 
more  freely  than  is  normal,  because  the  thickened  coats  prevent 
contraction  and  retraction. 

In  my  former  paper  I  referred  to  the  discovery  by  Thoma 
of  endarteritis  obliterans  in  stumps,  and  said,  "  If  this  or  some- 
thing similar  could  be  found  in  connection  with  tuberculous 
joint  disease,  it  would  abundantly  explain  and  clear  up  the 
cause  of  the  progressive  and  permanent  muscle  atrophy." 

Subsequent  to  the  writing  of  this,  but  before  the  reading  of 
my  paper  to  the  Medico-Chirurgical  Society,  my  friend  Dr 
Bruce  kindly  examined  for  me  the  arteries  from  a  case  of 
progressive  limb  atrophy  after  tuberculous  joint  disease,  in 
which  I  performed  amputation  at  the  request  of  the  patient* 
Dr  Bruce  found  endarteritis  obliterans  in  the  popliteal  and 
tibial  arteries.  Since  then  my  son,  Dr  James  Miller,  has 
examined  vessels  from  three  amputation  cases,  for  which  I 
have  to  thank  Prof  Annandale.  In  the  first  case  there  was 
progressive  atrophy  of  the  whole  limb,  and  recurrence  of  tuber- 
culous disease  at  the  knee  twenty  years  after  the  joint  had 
been  excised.  In  this  case  endarteritis  obliterans  was  found 
in  the  popliteal  artery.  In  the  other  cases  amputation  was 
performed  for  tuberculous  disease  of  the  knee  joint,  and  in 
them  thickening  of  the  muscular  coat  of  the  arteries  (popliteal 
and  articular)  was  found  with  consequent  contraction  of  the 
lumen  of  the  vessels  (see  pathological  note). 

I  venture  to  assume,  therefore,  that  arterial  contraction  and,, 
in  some  cases,  endarteritis  obliterans,  exist  in  connection  with 
tuberculous  joint  disease,  and  that  diminished  blood  supply  is 
the  probable  cause  of  muscle  atrophy. 

So  far  as  I  know,  the  following  are  the  theories  which  have 
been  advanced  in  explanation  of  muscle  atrophy  in  tuberculous 
joint  disease : — 

1.  That  the  atrophy  is  due  to  a  reflex  nervous  cause. 
The  reflex  acting  through  the  trophic  centres  in  the  spinal 
cord. 

Against  this  theory  is  the  fact  proved  by  many  observers 
that  the  muscle  atrophy  is  "  simple  "  and  does  not  show  the 
"  reaction  of  degeneration."  This  I  referred  to  more  fully  in 
my  former  paper. 

2.  That  the  atrophy  is  due  to  muscle  spasm,  an  involuntary 
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reflex  action  induced  with  the  object  of  fixing  (or,  as  it  is 
called,  "  splinting  ")  the  diseased  joint — this  spasm  causing  the 
excessive  waste. 

Against  this  theory  is  the  fact  that  the  muscles  most 
affected  with  spasm  do  not  waste  most.  In  the  case  of  the 
knee,  for  instance,  the  hamstring  muscles  (which  are  specially 
contracted)  do  not  atrophy  so  much  as  the  extensors  which 
are  flaccid. 

3.  That  want  of  use  causes  the  waste — Mr  Cathcart's 
view.     My  arguments  against  this  I  have  already  stated. 

Suppose,  therefore,  that  my  view  is  correct,  viz.,  that  the 
atrophy  is  due  to  deficient  blood  supply  caused  by  arterial 
<:ontraction,  how  can  it  be  explained  ?  I  imagine  that  the 
sequence  of  events  may  be  as  follows  : — 

1.  A  reflex  action,  starting  from  the  joint  and  acting 
through  the  vasomotor  system,  causes  arterial  contraction, 
the  products  of  the  tuberculous  action  being  the  source  of 
the  irritation. 

2.  This  arterial  contraction  causes  atrophy,  the  atrophy 
appearing  primarily  and  mainly  in  the  muscles  that  are 
supplied  by  the  same  vessels  that  supply  the  affected  joint^ 

3.  The  arterial  contraction  being  kept  up,  if  the  joint 
disease  be  not  checked  there  follows  an  increase  of  the  middle 
<:oat  of  the  arteries  which  may  permanently  diminish  the 
lumen  of  the  vessels  and  consequently  fix  the  general  atrophy 
of  the  limb. 

4.  In  some  cases  endarteritis  obliterans  may  supervene 
from  some  cause  unknown,  and  progressive  atrophy  then  results. 

Thoma  considers  that  the  vascular  contraction  and  degenera- 
tion, which  are  found  in  connection  with  atrophy,  are  not  the 
cause  but  the  result  of  the  atrophy.  He  takes  what  I  may  call 
the  commercial  view,  viz.,  that  the  demand  creates  the  supply.* 

I  do  not  profess  to  be  a  pathologist,  nor  do  I  write  merely  to 
draw  attention  to  the  pathology  of  the  subject.  Being  a  sur- 
geon I. am  desirous  of  making  a  practical  application  of  the 
facts  that  have  been  ascertained.  One  fact  is  that  in  tuber- 
culous joint  disease  muscular  and  limb  atrophy  are  associated 
with   vascular   contraction    and   degeneration,   and    sometimes 

^  See  the  appendix  of  my  former  paper. 

^  Thoma's  Pathology,  Vol.  i.,  translated  by  Dr  A.  Bruce. 
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produce  results  which  our  best  efforts  are  unable  to  counteract. 
I  suggest  arterial  contraction  and  degeneration  as  a  probable 
cause  of  the  atrophy  ;  and  I  say  that  if  this  be  not  the  cause,  it 
has  yet  to  be  discovered.  If  the  atrophy  be  the  cause  of  the 
arterial  contraction  and  degeneration,  then  what,  I  ask,  is  the 
cause  of  the  atrophy  ?     That  would  still  have  to  be  found  out. 

In  conclusion, I  would  seek,in  a  word,  to  draw  attention, not  so 
much  to  my  theory,  but  to  the  practical  outcome  of  the  facts  that 
atrophy  is  prominently  associated  with  tuberculous  joint  disease  ; 
that  this  atrophy  has  an  unpleasant  tendency  to  become  per- 
vtanent ;  that  it  may  involve  the  whole  of  the  affected  limb  ; 
and  that  it  may  sometimes  become  progressive,  necessitating 
amputation.  In  other  words,  tuberculous  disease  has  in  the 
past  caused  and  is  still  causing  shrunken  and  crippled  limbs, 
even  in  cases  in  which  the  disease  has  been  apparently  cured. 
I  know  of  a  man,  now  over  forty  years  of  age,  who  had  early 
disease  of  the  hip  joint,  with  the  usual  symptoms,  more  than 
twenty  years  ago,  who  has  been  perfectly  well  all  these  years, 
but  in  whom  the  affected  leg  is  still  distinctly  the  smaller  of 
the  two.  We  all  know  of  similar  cases  I  have  no  doubt.  Is 
there  a  point  beyond  which  (in  tuberculous  joint  disease)  this 
atrophy  is  probable  or  certain  and  anterior  to  which  it  can  be 
prevented  ?  I  think  there  is.  I  would  suggest,  moreover,  that 
this  point  is  reached  when  arterial  degeneration  commences.  I 
think  it  is  likely  that  permanent  atrophy  may  be  established 
when  arterial  degeneration  occurs,  and  progressive  atrophy 
when  endarteritis  obliterans  makes  its  appearance. 

Leaving  this  latter  out  of  account,  for  it  is  rare  fortunately, 
the  practical  deduction  is  this — tuberculous  joint  affections 
should  be  cured  as  early  as  possible  before  arterial  changes  get 
a  chance  of  establishing  themselves.  It  is  likely  that  some 
time  must  elapse  before  these  commence,  perhaps  weeks  or 
months.  Treatment,  therefore,  must  be  commenced  and  carried 
to  a  satisfactory  conclusion  within  that  period  whatever 
it  is. 

I  would  like  to  add  that,  should  my  views  be  correct,  they 
are  an  additional  argument  in  favour  of  the  treatment  of  these 
affections  when  possible  by  Bier's  congestion  method. 
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Pathological  Note  by  James  Miller^  B.Sc,  M.B.^  Ch.B, 

1.  Prof.  Annandale*s  case  of  amputation  for  progressive 
atrophy  of  leg.  Popliteal  and  posterior  tibial  arteries  ex- 
amined. 

Microscopic  appearances — marked  endarteritis  obliterans; 
also  some  thickening  of  middle  coat. 

2.  Prof  Annandale's  case  of  amputation  for  advanced 
tuberculous  knee  joint.     Popliteal  artery  examined. 

Slight  amount  of  thickening  of  inner  coat  in  places. 
Marked  thickening  of  middle  coat,  produced  by  formation  of 
longitudinal  bands  of  muscular  tissue,  that  is,  at  right  angles 
to  ordinary  circular  fibres. 

3.  Another  case  similar  to  No.  2,  also  Prof  Annandale's. 
Popliteal  and  articular  arteries  examined. 

In  popliteal  slight  amount  of  thickening  of  inner  coat, 
marked  thickening  of  middle  in  patches.  Thickening  of 
middle  coat  more  marked  in  articular  arteries. 

Remarks, — The  arteries  examined  were  visibly  narrowed. 
This  narrowing  was  found  to  be  due  to  two  causes. 

1.  Increased  thickening  of  the  middle  coat  by  the  laying 
down  of  muscular  tissue. 

2.  Thickening  of  inner  coat — endarteritis  obliterans. 

The  latter  seems  to  be  specially  associated  with  progressive 
atrophy  of  the  whole  limb. 


A  CASE  OF  CEREBELLAR  TUMOUR,  CONSIDERED 
WITH  REFERENCE  TO  ITS  LOCALISATION 

By  ALEXANDER  BRUCE,  M.A.,  M.D.,  F.R.C.P.E.,  F.R.S.E., 
Assistant  Physician  to  the  Royal  Infirmary,  Edinburgh 

At  the  January  meeting  of  this  Society  I  drew  attention  to  the 
importance  of  a  knowledge  of  the  relation  of  the  main  conduct- 
ing strands  of  the  cerebellum  for  the  interpretation  of  the  results 
of  experimental  lesions  on  that  organ,  and  stated  that  this  know- 
ledge might  be  of  practical  use  to  the  clinician  in  elucidating 
the  symptoms  of  cerebellar  tumours,  and  in  determining  their 
localisation.  This  communication  has  been  published  in  extenso  in 
the  British  Medical  Journal  of  May  6.   Since  that  time  I  have  been 
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on  the  outlook  for  cases  by  which  the  views  then  expressed  might 
be  put  to  the  test.  During  the  month  of  April  a  patient  came 
to  the  medical  waiting-room  presenting  the  symptoms  of 
cerebellar  tumour.  His  condition,  on  examination,  afforded 
such  an  excellent  illustration  of  the  truth  of  the  principles  laid 
down  in  my  communication,  that  it  seems  worthy  of  being 
brought  under  your  notice  to-night.  Mr  Cotterill  will  describe 
to  you  the  difficulties  met  with  in  the  surgical  procedures  under- 
taken with  the  view  of  removing  the  tumour,  and  will  indicate 
his  opinion  as  to  the  part  which  surgery  may  hope  to  play  in 
the  future  in  dealing  with  cerebellar  disease. 

The  history  of  the  case  was  briefly  as  follows  : — 

W.  K.,  aged  thirty-four,  married,  hairdresser  by  occupation, 
was  admitted  to  Ward  XXII.,  Royal  Infirmary,  on  April  3rd, 
1899. 

His  family  history  was  unimportant.  He  was,  and  had  all 
his  life,  been  a  total  abstainer,  and  he  had  never  suffered  from 
any  form  of  venereal  disease. 

Five  years  ago  without  assignable  cause  the  hearing  of  his 
left  ear  suddenly  became  impaired.  In  three  or  four  days  the 
deafness  in  this  ear  became  absolute,  and  has  remained  so  ever 
since.  He  had  no  other  symptoms  until  two  years  ago,  when 
he  began  to  find  that  he  could  not  walk  in  the  dark  or  ride  his 
cycle,  because  he  felt  as  if  he  were  going  to  fall  to  the  left  side. 
He  states  that  he  could  always  feel  the  ground  quite  distinctly 
while  walking.  At  this  time  he  for  the  first  time  noticed  a  symp- 
tom, which  persisted  to  the  end,  and  which  appears  to  be  of 
considerable  importance  for  a  proper  understanding  of  the  case. 
He  found  that,  in  order  to  execute  any  movement  with  the  left 
arm  or  leg,  it  was  necessary  to  make  a  special  effort  of  will  or 
to  direct  his  attention  closely  to  the  limb,  until  the  movement 
was  completed.  If  he  did  not  do  so  the  desired  movement  was 
very  irregularly  performed.  His  gait  became  increasingly  un- 
steady, and  was  sometimes  attributed  to  intoxication.  At  one 
time,  for  a  week  or  so,  his  face  was  twisted  to  one  side.  He 
does  not  know  to  which,  but  in  all  probability  it  was  to  the 
left  side.  Seven  months  ago  he  had  two  or  three  attacks  of 
vomiting,  which  could  not  be  ascribed  to  any  cause.  He  re- 
mained quite  free  from  such  attacks  till  the  3rd  of  May,  when 
there  was  a  slight  recurrence.     Six  months  ago  he  began  to 
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suffer  from  severe,  left-sided  occipital  headache.  About  the 
same  time  he  began  to  have  attacks  of  dimness  of  vision, 
which  would  supervene  suddenly,  as  if  a  mantle  had  fallen  in 
front  of  his  eyes.  During  the  last  two  or  three  months  the 
dimness  of  vision  has  become  more  continuous,  and  has  pro- 
gressively increased,  especially  in  the  right  eye.  He  also  com- 
plains of  a  dull  pain  in  the  small  of  his  back.  This  pain  becomes 
more  severe  towards  the  end  of  the  day. 

On  examination,  he  is  a  well-developed  man,  and  shows  no 
very  obvious  morbid  appearances,  beyond  a  certain  look  of  de- 
pression. His  temperature  since  admission  to  hospital  has  been 
persistently  slightly  subnormal,  averaging  97*4,  except  on  one 
occasion  when  there  was  a  slight  febrile  attack,  which  was  pro- 
bably due  to  a  chill. 

The  examination  of  the  alimentary,  circulatory,  respiratory, 
urinary,  and  integumentary  systems  gave  negative  or  unim- 
portant results,  which  need  not  be  quoted  here,  as  they  have 
no  bearing  on  the  case. 

Nervous  system. — A  continuous  gnawing  pain  in  the  lower 
part  of  the  back,  worse  when  patient  is  tired,  is  frequently  com- 
plained of  There  is  also  severe  left-sided  occipital  and  parietal 
headache,  with  tenderness  in  tapping  that  side  of  the  skull. 

The  sensibility  to  touch,  temperature  and  pain  were  normal 
throughout,  except  on  the  conjunctiva  of  the  left  eye,  which  was 
anaesthetic. 

His  muscular  sense  as  tested  by  weights  was  quite  normal. 
When  his  eyes  are  shut  he  can  accurately  locate  the  position  of 
his  limbs  with  his  right  arm,  but  not  with  his  left. 

His  sense  of  smell  is  unimpaired  in  both  nostrils. 

Hearing, — On  the  left  side  Dr  M*Bride  reports  nerve  deaf- 
ness, with  almost  complete  loss  of  hearing  of  the  tuning  fork, 
and  complete  loss  of  perception  of  h^h  tones. 

Taste. — This  appears  to  be  normal  on  the  right  side  of  the 
tongue,  but  is  greatly  impaired  on  the  left  side,  especially  in 
the  anterior  two-thirds.  It  was  extremely  difficult  to  form  an 
opinion  as  to  the  amount  of  sensibility  on  the  posterior  third. 
Repeated  examinations  seemed  to  indicate  its  absence. 

Optic  nerves. — Dr  Mackay  reports  a  certain  amount  of 
wooliness  of  both  discs,  with  paleness  of  their  substance.  The 
right  disc  is  more  atrophied  than  the  left.    The  veins  are  rather 
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distended,  aud  the  arteries  narrowed.  The  condition  suggests 
moderate  papillitis  which  has  subsided  into  atrophy,  more  com- 
plete at  present  in  the  right  eye  than  in  the  left.  Refraction 
nearly  emmetropic ;  a  trace  of  hypermetropia  in  each  eye. 
There  are  slight  nystagmic  movements  in  all  positions,  increased 
on  extreme  lateral  movements.  On  looking  to  the  right  there 
are  rapid  minute  oscillations.  When  the  eyes  are  directed  to  the 
left  the  oscillations  are  slower  and  larger.  Oscillations  of  inter- 
mediate extent  and  rapidity  occur  when  looking  upwards,  and 
to  a  less  extent  when  looking  down.  Convergence  is  moderately 
well  performed  and  maintained.  The  field  of  vision  in  the  right 
eye  is  very  greatly  contracted,  that  in  the  left  eye  is  lost  in  the 
temporal  side,  and  greatly  reduced  in  the  nasal.  There  is  a 
suspicion  of  drooping  of  the  right  upper  lid.  The  right  pupil 
is  larger  than  the  left,  and  reacts  to  light  rather  more  feebly  than 
the  latter.      Both  react  promptly  to  convergence. 

On  looking  upwards  rapidly  the  right  eyelid  rises  too  fan 
There  has  been  diplopia  for  fourteen  days. 

There  is  a  degree  of  paresis  of  the  left  side  of  the  face,  the 
left  pal{>ebral  fissure  being  slightly  wider  than  the  right,  and 
the  retraction  of  the  angle  of  the  mouth,  when  the  attempt  is 
made  to  show  the  teeth,  is  less  on  the  left  than  on  the  right  side. 

The  tongue  is  protruded  in  the  normal  manner,  but  the 
patient  says  that  it  is  not  so  easy  to  turn  it  to  the  left  as  to 
the  right.  The  grasp  of  the  two  hands  is  equal  and  fairly 
powerful  on  dynamometric  examination.  When  both  hands 
are  held  out  there  is  a  coarse  tremor  in  the  left,  and  a  fine 
vibratile  tremor  in  the  right.  When  patient  attempts  to  touch 
the  tip  of  the  nose,  he  succeeds  perfectly  with  the  right  fore- 
finger, but  with  the  left  there  is  a  coarse  oscillatory  movement 
somewhat  similar  to  that  seen  in  insular  sclerosis,  which  causes 
the  finger  at  first  to  miss  the  point  aimed  aty  and,  even  after  this 
is  touchedy  to  continue  its  oscillations  for  a  short  time.  The 
contrast  is  very  marked  when  the  attempt  is  made  with  both 
forefingers  at  the  same  time.  When  the  two  arms  are  held  out 
in  front  of  the  body  a  fine  vibratile  tremor  is  seen  in  the  right 
hand,  and  coarser  oscillations  in  the  left.  In  walking,  the 
legs  are  kept  somewhat  widely  apart,  the  left  foot  is  directed 
straight  forwards,  has  a  slight  stamping  action,  while  the  right 
foot   is    turned    outwards    slightly,    and    is    moved    normally. 
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Every  few  yards  there  is  a  decided  tendency  to  stagger  or 
lurch  to  the  left,  but  never  to  fall  to  the  right.  The  tendency 
to  stagger  to  the  left  is  greatly  increased  when  he  attempts  to 
walk  along  a  straight  line.  In  this  case  he  would  actually  fall 
if  unsupported.  There  is  no  Romberg  symptom.  The  knee 
jerks  are  present  on  both  sides  ;  they  are  not  exaggerated, 
except  perhaps  very  slightly  on  the  right  side.  There  is  no 
ankle  clonus.  The  plantar,  abdominal,  and  epigastric  reflexes 
is  slightly  exaggerated.     The  organic  reflexes  are  normal. 

From  a  consideration  of  the  general  symptoms  of  this  case,  \ 
namely,  the  headache,  vomiting,  staggering  gait,  and  optic 
neuritis,  there  could  be  little  doubt  that  they  were  due  to  the 
presence  of  a  tumour  in  the  posterior  fossa  of  the  skull,  if  not 
within  the  cerebellum  itself.  It  remained,  therefore,  by  a 
further  analysis  of  the  other  symptoms  to  endeavour  to  deter- 
mine the  exact  site  of  the  tumour. 

In  order  to  explain  these  symptoms,  I  may  be  permitted 
to  refer  briefly  to  my  earlier  communication.  The  main 
afferent  and  efferent  tracts  that  appear  to  be  specially  con- 
cerned in  cerebellar  coordination  are  in  intimate  relation  to  the 
middle  lobe.  (I  except  here  the  middle  peduncles  which 
terminate  in  the  cortex  of  the  lateral  lobes,  because  their 
function  does  not  appear  to  me  to  be  satisfactorily  determined ; 
and  confine  myself  to  the  upper  and  lower  peduncles.)  The 
afferent  fibres  derived  from  the  spinal  cord,  whether  directly 
through  the  direct  cerebellar  tract  and  ascending  antero-lateral 
tract  of  Gowers,  or  indirectly  from  the  nuclei  (of  the  two 
divisions)  of  the  posterior  columns,  all  pass  to  the  cortex  of  the 
middle  lobe  of  the  cerebellum.  From  thence  other  fibres  pass 
forwards  to  nuclei  in  the  roof  of  the  fourth  ventricle — the  roof 
nuclei.  From  each  roof  nucleus  a  large  well  developed  tract — the 
cerebello-vestibular  tract — passes,  as  was  first  shown  by  Ferrier 
and  Turner,  towards  the  outer  acustic  nucleus  or  nucleus  of 
Deiters,  in  which  it  ends.  This  latter  nucleus  also  receives  fibres 
from  the  semicircular  canals  through  the  vestibular  root  of  the 
auditory  nerve.  Further,  and  this  point  appears  to  me  to  be 
of  special  importance  for  the  comprehension  of  cerebellar 
action,  the  nucleus  of  Deiters  gives  origin  to  fibres  which  were 
first  discovered  by  myself,  and  which  have  been  since  more 
fully  traced  by  Ferrier  and  Turner,   Russel,   Thomas,   to  the 
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Plate  IV.— To  illustrate  Dr  Bruce's  Paper. 


PIG.  I.— scheme  of  connections  op  cerebellum  and  nucleus  of  deiters. 

C.R.  Restiform  body. 

SUP.  VERMIS.  Superior  part  of  middle  lobe  01  cerebellum. 

S.F.  Sagittal  fibres  connecting  cortex  of  middle  lobe  with 

R.N.  The  roof  nucleus. 

C.  V.T.  Cerebello-vestibular  tract  from  roof  nucleus  to  D.  N. 

D.N.  Deiters'  nucleus. 

S.C.  Semicircular  canals. 

VIII.  Vestibular  root  of  auditory  nerve. 

III.  Third  nucleus. 

VI.  Sixth  nucleus. 

P.L.F.  Posterior  longitudinal  fasciculus. 

V.S.T.  Vestibulo-spinal  tract  from   nucleus  of  Deiters  to  anterior  cornu  of 
spinal  cord. 
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nucleus  of  the  sixth  nerve,  on  the  same  side,  to  the  third  nuclei 
on  both  sides,  and  to  the  anterior  cornu  of  the  same  side  of 
the  cord,  and  in  small  measure  to  that  of  the  opposite  side. 
Each  nucleus  of  Deiters  when  stimulated  either  from  the 
cerebellum  or  the  semicircular  canals  may  thus  be  expected  to 
influence  the  movements  of  the  same  side  of  the  body  and  the 
lateral  deviation  of  the  eyeballs  to  the  same  side ;  and  in 
smaller  measure  the  movements  of  the  opposite  side  of  the 
body.  The  accompanying  plate  will  explain  these  somewhat 
complicated  connections. 

About  the  nature  of  this  influence  there  is  still  much  dis- 
cussion among  physiologists  into  which  it  is  not  necessary  to 
enter  here.  The  most  probable  view  appears  to  me  to  be  that 
it  supplements  the  influence  of  the  cerebral  motor  cortex  in 
giving  force  to  the  muscle  called  into  action  in  any  co-ordinated 
movement  in  such  a  manner  as  to  regulate  the  amount  of 
energy  and  duration  of  contraction  required  in  each.  The 
removal  of  this  influence  will  not  produce  paralysis,  or  even 
paresis  of  movement,  but  will  lead  to  irregularities  in  the 
energy  and  duration  of  contraction. 

Now  what  will  happen  if  the  influence  of  the  nucleus  of 
Deiters  is  removed  on  one  side?  Under  these  conditions, 
if  this  view  be  correct,  when  the  corresponding  sixth  nucleus 
is  put  in  action,  and  both  eyes  directed  to  the  same  side, 
the  contraction  will  be  unsteady  and  there  will  be  nystag- 
mus. When  the  corresponding  arm  is  moved  there  will  be  no 
paresis,  but  an  unsteady  and  imperfectly  regulated  movement, 
such  as  the  patient  exhibited.  In  the  same  way,  in  walking, 
there  will  be  an  absence  of  perfect  control  of  movement  such 
as  might  lead  to  a  stamping  movement  of  the  foot  and 
occasional  stagger  to  the  corresponding  side.  In  some  cases 
the  disorder  of  movement  will  be  greater  than  that  exhibited 
by  my  patient.      In  the  leg,  too,  there  will  be  no  paresis. 

The  symptoms  in  the  case  described  above  corresponded 
so  closely  with  the  condition  which  in  January  I  had  indicated 
as  likely  to  follow  from  interference  with  the  function  of  the 
nucleus  of  Deiters,  that  there  seemed  no  doubt  that  the  tumour 
must  be  in  a  situation  in  which  it  could  compress  that  nucleus. 
The  fact  that  the  first  symptom  was  a  left-sided  nerve  deaf- 
ness suggested  pressure  on  the  auditory  nerve.     Now,  the  two 
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situations  in  which  tumours  commonly  occur  which  could  press 
on  the  auditory  nerve  and  on  the  side  of  the  upper  medulla, 
are : — the  dura  mater  immediately  behind  and  outside  the 
internal  auditory  meatus,  and  the  flocculus  of  the  cerebellum. 
I  have  in  my  possession  two  specimens  of  tumours  growing 
from  the  former  site.  They  are  fibro-cellular,  ovoid  masses, 
attached  to  the  dura  mater  by  a  narrow  peduncle.  If  they 
could  be  reached  surgically,  they  appear  to  me  capable  of 
removal.  The  other  site  is  the  flocculus,  in  which  I  had  never 
previously  met  with  a  tumour.  Such  a  growth,  however,  is 
probably  not  removable.  I  know  no  criterion  which  would 
enable  one  to  diagnose  between  these  two  sites,  and  inclined 
to  the  former  as  being  more  probable,  owing  to  its  greater 
frequency  in  my  experience. 

The  patient  while  in  hospital  grew  slowly  more  feeble, 
without  for  a  time  showing  any  special  aggravation  of  his 
symptoms.  In  the  beginning  of  May  however,  there  was  an 
attack  of  cerebral  vomiting,  a  marked  rise  of  temperature,  a 
decided  diminution  of  visual  acuity,  and  an  increase  of  hebe- 
tude— which  indicated  that  a  fatal  termination  was  not  far 
distant. 

Mr  Cotterill,  who  had  previously  seen  the  case  with  me, 
consented  to  operate  in  the  hope  of  being  able  to  reach 
the  tumour.  Very  serious  haemorrhage  from  the  emissary 
veins  of  the  occipital  bone,  which  was  controlled  with  difficult)', 
greatly  impeded  the  operation  ;  and  after  the  left  hemisphere 
of  the  cerebellum  was  exposed,  it  bulged  through  the  trephine 
wound  to  such  an  extent  that  the  tumour  could  only  be 
touched  with  the  tip  of  the  finger.  It  could  not  be  removed 
without  previous  ablation  of  the  left  hemisphere  of  the  cere- 
bellum. After  the  operation,  the  patient,  who  appeared  to 
be  progressing  fairly  for  three  days,  somewhat  unexpectedly 
collapsed. 

A  post-mortem  examination  was  granted,  with  the  result 
that  a  vascular,  fibro-sarcomatous  tumour  of  the  size  of  a 
walnut  was  found  in  the  situation  suspected,  viz. — in  the 
posterior  fossa  of  the  skull — adherent  to  the  dura  mater, 
immediately  behind  the  internal  auditory  meatus.  It  had, 
however,  its  origin  in  the  flocculus,  and  had  involved  the 
dura  mater  and  petrous  bone  secondarily.     The  tumour  had 
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:g.  1. — Pholograph  of  base  of  brain  showing  the  lumoar,  T,  in  the  flocculus  and  the 
degiTe  of  pressure  exerled  l)y  il  on  the  medulla  and  pons. 
O,  the  portion  of  the  cerebeUum  injured  in  altempi  to  reach  Ihe  tumour. 


Plate  VI.— To  illustrate  Dr  Bhuck's  Paper. 
FlO.  3. — Transverse  s«tion  of  pons,  cerebellum  and  tumour 
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involved  the  glosso-pharyngeal  nerve  as  well  as  the  auditory, 
and  had  compressed  a  few  of  the  fibres  of  the  fifth  nerve. 
In  this  way  the  loss  of  taste,  the  deafness,  and  perhaps  the 
ana:sthesia  of  the  left  conjunctiva  had  been  produced.  The 
left  facial  nerve  was  also  stretched  over  the  tumour  to  such 
an  extent  that  it  is  difficult  to  understand  how  the  left  facial 
paresis  was  so  slight.  The  tumour  had  compressed  the  left 
anterior  pyramid  to  a  considerable  degree  as  is  shown  in 
Fig.  2,  but  it  was  evident,  frorti  the  fact  that  the  right  arm  and 
leg  were  unaffected,  that  the  pyramidal  fibres  had  been  merely 
displaced  and  not  destroyed.  It  was  also  evident  that  the 
inco-ordination  of  left  arm  and  leg  could  not  be  ascribed  to 
the  pressure  on  the  left  pyramid,  since  that  pressure  acted 
on  the  medulla  above  the  decussation  of  the  pyramids,  and 
therefore  if  it  had  any  influence  at  all,  should  have  affected 
the  right  side,  and  not  the  left,  as  was  the  case. 

A  cross  section  of  the  tumour  and  medulla  showed  that 
the  position  of  the  former  was  such  as  to  exert  pressure  on 
the  nucleus  of  the  vestibular  nerve  (the  nucleus  of  Deiters) 
and  on  the  cerebello-vestibular  tract  from  the  middle  lobe  of 
the  cerebellum  to  this  nucleus. 

In  view  of  the  now  established  connection  of  the  nucleus 
of  Deiters  with  the  sixth  nucleus  and  with  the  same  side  of 
the  spinal  cord,  I  would  submit  that  we  have  now  valuable  data 
for  the  localisation  of  cerebellar  disease,  of  the  correctness 
of  which  the  case  submitted  to  you  is  a  confirmation. 


AN  EXPERIMENTAL  INVESTIGATION  OF  THE 
ACTION  OF  RED  BONE-MARROW  ON  THE 
BLOOD  IN  ANiEMIA' 

By  J.  S.  FOWLER,  M.D.,  F.R.C.P.Ed., 
Assistant  Physician,  Leith  Hospital,  and  Clinical  Tutor,  Royal  Infirmary, 

Edinburgh. 

(From  the  laboratory  of  the  Royal  College  of  Physicians) 

As  the  clinical  evidence  of  the  value  of  red  bone-marrow  in  the 
treatment  of  anaemia  is,  to  say  the  least  of  it,  ambiguous,  the 
following  observations  were  made  with  the  view  of  discovering 
experimentally  whether  the  substance  has  any  direct  effect  on 

^  This  paper  formed  part  of  a  Thesis  presented  to  the  University  of  Edinburgh 
in  August  1899  for  the  degree  of  M.D. 
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the  blood  in  ansemia.  The  only  previous  paper  bearing  on  the 
subject  is  one  by  Danilewsky  (i),  who  found  that  the  intra- 
peritoneal injection  of  fresh  or  boiled  marrow  extract  produced 
a  remarkable  rise  in  the  number  of  red  corpuscles — a  rise  of 
as  much  as  a  million  or  even  more. 

In  order  to  estimate  the  action  of  a  substance  in  stimu- 
lating the  production  of  red  corpuscles,  it  was  thought  advisable 
to  use  animals  which  were  in  a  state  of  anaemia.  For,  so  far 
as  clinical  experience  goes,  it  is  impossible  (except  perhaps  by 
residence  at  high  altitudes)  to  increase  the  red  corpuscles  of  a 
healthy  person  above  normal  limits.  Stockman  and  Greig  (2) 
found  that  in  the  case  of  young  rabbits  to  which  small  doses  ! 
of  arsenic  had  been  given  for  a  considerable  period  there  was 
no  increase  in  the  red  corpuscles,  notwithstanding  evidence  of 
great  activity  of  the  bone-marrow.  On  the  other  hand,  certain 
drugs  have  the  power  of  raising  the  corpuscles  to  the  normal 
level  when  they  have  fallen  below  it.  In  judging  of  the  effects 
of  injections  of  marrow,  therefore,  anaemic  animals  were  gener- 
ally employed. 

The  first  question,  then,  which  arose  was  how  to  produce 
an  artificial  anaemia  which  should  most  closely  resemble  that 
met  with  clinically.  Obviously,  three  methods  were  possible 
— repeated  bleedings,  the  use  of  some  such  substance  as 
pyrogallic  acid,  which  would  cause  excessive  haemolysis,  or 
the  use  of  a  diet  poor  in  the  constituents  needed  for  blood 
formation.  The  objections  to  the  first  and  second  methods 
seemed  suflSciently  clear.  By  neither  of  them  is  it  possible  to 
produce  a  gradual  and  steady  diminution  in  the  corpuscles, 
and  the  constant  regenerative  action  of  nature  would  seriously 
interfere  with  attempts  to  estimate  the  effects  of  artificial  stimuli. 

Methods. — It  was  found  that  the  most  suitable  animals  to 
employ  were  male  rabbits  of  about  two  months  old.  These 
are  readily  affected  by  diet,  and  probably  their  haemopoietic 
organs  respond  more  readily  to  stimuli  than  do  those  of  fully 
grown  animals.  It  not  infrequently  happened  that  after 
estimating  the  corpuscles  of  a  rabbit  daily  for  ten  days  or 
a  fortnight  it  was  found  that  for  some  reason  the  variations 
from  day  to  day  were  very  considerable — suflScient,  certainly, 
to  vitiate  any  inference  drawn  as  to  the  action  of  a  drug. 
One    must,   therefore,   be    certain    that    in    the   animal   under 
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observation   the  corpuscles   are  either   remaining  at  an  even 
level,  or,  at  all  events,  pursuing  a  definite  downward  course. 

For  counting  the  corpuscles  a  Thoma-Zeiss  Haemocytometer 
was  used  ;  for  estimating  the  haemoglobin  an  Oliver's  Tinto- 
meter. To  obtain  uniform  results  the  blood  should  be  taken 
from  the  ear  while  the  vessels  are  in  a  state  of  dilatation. 

The  effect  of  diet  in  the  production  of  anaemia  has  been 
experimentally  studied  by  Stockman  (3),  who  found  that 
deprivation  of  iron  reduced  the  haemoglobin  value  of  the  cor- 
puscles, their  number  remaining  unaltered  the  while,  or  even 
becoming  slightly  increased.  Danilewsky  states  that  animals 
fed  exclusively  on  carbohydrates  become  anaemic.  By  taking 
four  young  rabbits  of  the  same  litter,  and  feeding  one  on  a  diet 
poor  in  iron,  one  on  a  diet  poor  both  in  iron  and  proteid,  a 
third  on  a  diet  poor  in  proteid  but  containing  a  sufficiency  of 
organic  iron,  while  the  fourth  was  kept  on  ordinary  food,  I  was 
enabled  to  compare  the  resulting  changes  in  the  blood.  It  was 
found  that  while  all  three  defective  diets  produced  anaemia,  the 
greatest  fall  in  haemoglobin  took  place  where  the  iron  was 
deficient,  and  the  greatest  fall  in  corpuscles  where  the  proteid 
was  deficient,  the  exclusively  carbohydrate  diet  producing  the 
greatest  alterations  in  the  blood.  This  diet,  therefore,  was 
selected  as  most  likely  to  give  results  comparable  with  what 
happens  in  anaemia  occurring  in  man. 

Experiments, — In  all,  eleven  experiments  were  made  on  the 
action  of  marrow.  It  was  obtained  as  fresh  as  possible,  and 
an  extract  was  made  by  grinding  with  normal  salt  solution  and 
filtering.  This  was  then  injected  into  the  peritoneal  cavity  or 
beneath  the  skin,  or  was  boiled,  filtered,  and  preserved  for  future 
use. 

Experiment  i. — Adult  rabbit  on  ordinary  diet  ;  gain  in 
weight  during  observation.  Two  intraperitoneal  injections — one 
of  fresh  marrow  extract,  equivalent  to  46  grammes  of  marrow, 
and  one  of  boiled  extract,  equivalent  to  5  grammes  of  marrow. 

Date.  Red  corpuscles.         Hcemoglobin.  Weight. 

Oct.  IS  6,000,000  66      1,530  grammes. 

„  16  6,100,000  (>(> 

„  19  6,200,000  67      1,640 

„  21  6,000,000  66      1,690 

„  23  6,600,000  68 


>» 
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Intraperitoneal  injection  lo  ex.  fresh  marrow  extract. 

Date.  Red  corpuscles.         Haemoglobin.  Weight. 

Oct  24  6,200,000  66 

„    26  6,200,000  66 

Intraperitoneal  injection  10  c.c.  boiled  marrow  extract. 


Oct.  27 

5,600,000 

66 

„    28 

6,000,000 

65 

»   29 

6,000,000 

65 

1,650  grammes. 

Nov.     I 

6,200,000 

66 

,.       5 

6,125,000 

65 

1,690 

,.       7 

6,200,000 

66 

..       9 

6,250,000 

66 

„     10 

6, 1 00,000 

65 

hprp  hnilpH 

m arrow  f*^'st\r^c\  nn 

was  employed,  this  observation  was  performed  under  the  same 
conditions  as  the  preceding,  and  with  similar  results. 

In  the  three  following  experiments  the  first  injections 
(those  on  November  23rd)  were  equal  to  about  2*75  grammes 
of  red  marrow.  In  the  case  of  the  second  series  of  injections 
(given  on  December  7th)  some  of  the  marrow  used  had  been 
removed  from  the  bones  two  days  previously.  All  three 
animals  died  after  this  dose,  and  on  post-mortem  examination 
no  apparent  cause  of  death  could  be  found.  They  probably 
died  from  some  form  of  intoxication. 

Experiment  3. — Young  male  rabbit  on  ordinary  diet ;  pro- 
gressive gain  in  weight.  Two  intraperitoneal  injections  of 
fresh  marrow  extract.  The  second  (equal  to  i  '8  grammes  of 
marrow)  caused  death  two  days  later.  A  rise  of  corpuscles 
took  place  after  each  injection,  but  it  will  be  noticed  that  in 
this  animal  the  corpuscles  had  been  inclined  to  vary  con- 
siderably.    The  result  is  inconclusive. 


Date. 

Red  corpuscles. 

Haemoglobin. 

Weight 

Nov.    4 

6,500,000 

69 

i>520  grammes. 

9 

6,050,000 

68 

»      1 1 

5 ,600,000 

68 

..      13 

6,000,000 

66 

„      16 

5,700,000 

66 

..      23 

6,000,000 

64 
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Intraperitoneal  injection  i  o  c.c.  fresh  marrow  extract. 

Red  corpuscles.        Haemoglobin. 

5,1 20,000 

5,900,000 
6,800,000 
6,320,000 
5,900,000 
5,900,000 
5,600,000 
5,400,000 

Intraperitoneal  injection  5  c.c.  fresh  marrow  extract. 
Dec     8  5,140,000  66 

„         9  6,000,000  67 

„       10  Animal  died. 

Experiment  4. — Young  male  rabbit.  Diet  of  rice  for  eleven 
days  before  first  injection.  Corpuscles  gradually  decreasing ; 
gain  in  weight  steady.  Two  injections  of  fresh  marrow  as  in 
experiment  3  ;  the  second  proved  fatal.  After  first  injection  a 
distinct  rise  in  corpuscles  and  haemoglobin  lasting  about  five 
days. 


Date. 

Nov. 

24 

>» 

25 

M 

26 

)) 

28 

» 

30 

Dec. 

2 

» 

4 

» 

7 

oglobin. 

Weight. 

61 

1,600  grammes. 

65 

66 

■ 

66 

1,870 

63 

63 

61 

61 

Date. 

Red  corpuscles. 

Hxitooglobin. 

Weight. 

Nov. 

4 

5,400,000 

61 

1,650  grammes. 

>» 

5 

5,700,000 

61 

1 ,660          „ 

» 

9 

5,500,000 

62 

» 

II 

5,500,000 

61 

1,650 

» 

13 

5,500,000 

61 

» 

16 

5,100,000 

60 

1,680          „ 

» 

22 

5,000,000 

60 

[ntraperi 

toneal 

injection  10  c.c 

.  fresh  marrow 

'  extract. 

Nov. 

23 

5,200,000 

61 

»> 

24 

5,900,000 

65 

»> 

25 

6, 1 00,000 

66 

»> 

26 

5,200,000 

61 

»> 

28 

5,600,000 

62 

>f 

30 

4,600,000 

59 

1,720 

Dec. 

2 

4,800,000 

56 

1,740 

»» 

4 

4,600,000 

56 

It 

7 

4,800,000 

56 

Intraperitoneal 

injection  5  c.c. 

fresh  marrow 

extract. 

Dec. 

8 

Animal  died. 
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Experiment  5. — Young  male  rabbit.  Diet  of  rice  from 
nth  inst.,  Le,  for  eleven  days  before  first  injection.  Steady 
and  decided  fall  in  red  corpuscles  and  haemoglobin  ;  weight 
almost  stationary.  Injections  larger  than  in  the  two  previous 
experiments,  being  equivalent  to  4*1  and  2*7  grammes  of 
marrow  respectively.  Very  marked  rise  in  corpuscles  and 
haemoglobin  lasting  seven  days  after  first  injection  ;  second 
injection  rapidly  fatal. 


Date. 

Red  corpuscles. 

Haemoglobin. 

Weight. 

Nov.    4 

6, 1 00,000 

68 

2,0.50  grammes. 

5 

6,120,000 

68 

»       9 

6,000,000 

68 

,.      II 

6,200,000 

68 

,.      13 

5,500,000 

65 

»     23 

4,250,000 

60 

aperitonea 

1  injection  i  5  c.c, 

,  fresh  marrow 

extract. 

• 

Nov.  24 

5,500,000 

62 

2,070 

If 

.,      25 

6,000,000 

66 

« 

„      26 

6,330.000 

68 

..      27 

6,800,000 

70 

2,050 

»» 

„      28 

6, 1 00,000 

68 

n         30 

5,500,000 

63 

2,060 

»» 

Dec.     2 

4,800,000 

62 

2,050 

»J 

4 

5,000,000 

60 

7 

5 ,000,000 

61 

2,100 

l» 

Intraperitoneal  injection  7*5  c.c.  fresh  marrow  extract. 
Animal  died  same  evening. 

In  experiments  6  and  7  the  conditions  were  similar.  The 
rabbits  were  on  a  rice  diet ;  their  corpuscles  were  decreasing 
steadily,  and  their  weights  almost  stationary.  Each  received 
two  intraperitoneal  injections  of  boiled  marrow  extract,  of 
which  every  5  c.c.  was  equal  to  i'8  grammes  of  marrow.  In 
these  two  observations  the  result  was  positive,  a  rise  in  the 
corpuscles  and  haemoglobin  being  obtained. 

Experiment  6. 


Date. 

Red  corpuscles. 

Hsemoglobin. 

Weight. 

Jan.  15 

6,700,000 

68 

1,860  grammes. 

»    17 

6,500,000 

68 

»    20 

6,000,000 

66 
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Date. 

Red  corpuscles. 

Haemoglobin. 

Weight. 

Jan.   22 

5,800,000 

65 

1,860  grammes. 

"      23 

5,600,000 

66 

•                                  •• 

„      26 

5,600,000 

66 

,,     27 

5,600,000    • 

64 

1,850          „ 

„      28 

5,100,000 

62 

• 

aperitonea 

l1  injection  3  ex. 

boiled  marrow  extract. 

Jan.  29 

6,000,000 

66 

,.     30 

6,400,000 

68 

Feb.     I 

6, 1 00,000 

67 

2 

5,400,000 

63 

1,850 

»       3 

5,100,000 

60 

aperitonea 

l1  injection  5  c.c. 

boiled  marrow 

extract. 

Feb.    4 

4,900,000 

60 

1 ,900 

,,       5 

5,400,000 

62 

..      6 

5,750,000 

64 

,.       7 

6,000,000 

66 

- 

„       8 

5,500,000 

64 

«       9 

5,200,000 

63 

„     10 

5,000,000 

60 

„     14 

4,600,000 

61 

• 

..     IS 

4,800,000 

59 

Experiment  7. — This  gave  results  very  like  the  preceding. 
The  corpuscles  and  haemoglobin  fell  from  7,000,000  and  71 
per  cent,  to  5,900,000  and  66  per  cent.  After. the  first  injec- 
tion of  5  C.C.  boiled  extract  they  rose  at  once  to  7,000,000  and 
71  per  cent,  gradually  falling  again  for  seven  days,  when  the 
second  injection  was  given,  and  was  followed  by  a  similar  rise. 

From  the  above  experiments  it  seemed  tolerably  evident 
that  red  marrow  contained  a  substance  which,  at  least  under 
certain  circumstances,  had  the  power  of  stimulating  blood  forma- 
tion. And,  further,  that  this  substance  was  not  precipitated  by 
boiling,  but  remained  in  solution  after  the  coagula  of  albumin, 
etc.,  had  been  filtered  off ;  and  that  it  was  not  a  ferment,  which 
would  be  destroyed  by  heat  Neither  did  it  appear  likely  that 
the  stimulating  action  was  due  to  iron-containing  compounds  ; 
the  increase  in  the  red  corpuscles  and  haemoglobin  seemed  too 
rapid  and  transient  for  that  However,  estimations  of  the  iron 
in  the  marix)w  were  made  as  follows: — 100  grammes  of  red 
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marrow  were  ground  up  with  saline  solution,  and  (as  in  prepar- 
ing an  extract  for  injection)  the  fats  separated  as  far  as  possible 
by  filtration.  The  solids  were  then  coagulated  by  boiling,  and 
the  extract  filtered. 

Stockman's  method  (4)  of  estimating  iron  was  employed. 

The  separated  fats,  etc,  yielded    .  .3      mg.  Fe. 

Solids  precipitated  by  heat,  yielded       .      3*5  mg.  Fe. 
Filtrate,  yielded  .  .  .  .     2*2  mg.  Fe. 


Total  .     87  mg.  Fe. 

In  Stockman's  analyses  the  figures  obtained  were  practically 
identical— 87  and  7*6  mg.  per  100  grammes.  We  thus  see 
that  the  greater  part  of  the  iron  is  removed  from  marrow  by 
extraction  with  saline  solution,  and  that  part  of  it  is  combined 
in  such  a  way  as  not  to  be  precipitated  by  heat. 

In  order  to  arrive  at  some  nearer  idea  of  the  active  principle 
in  marrow,  the  following  procedure  was  adopted  : — A  quantity 
of  marrow  was  allowed  to  stand  for  two  and  a  half  months 
under  absolute  alcohol.  The  alcohol  was  then  removed,  and 
the  marrow  washed  with  fresh  alcohol,  which  was  added  to  that 
previously  employed.  The  marrow  was  then  extracted  with 
ether,  so  as  to  remove  fats,  and  the  residue  dried  and  preserved. 
The  alcoholic  extract  was  evaporated  at  a  low  temperature  and 
then  shaken  with  normal  salt  solution,  in  which  it  partially  dis- 
solved to  form  an  opalescent  fluid. 

Experiment  8. — Male  rabbit,  one  month  old ;  rice  diet 
Steady  fall  in  corpuscles  and  haemoglobin,  and  progressive 
gain  in  weight.  One  intraperitoneal  and  two  subcutaneous 
injections  of  the  alcoholic  extract  were  given,  with  absolutely 
no  action  on  the  number  of  corpuscles  or  the  percentage  of 
haemoglobin. 

The  dried,  crumbly,  brownish  residue  left  after  treatment 
with  alcohol  and  ether  was  ground,  in  a  mortar  with  normal 
salt  solution.  Three  experiments  were  done  with  this  aqueous 
extract,  ten  injections  in  all  being  given,  and  in  each  case  a 
distinct  rise  in  the  corpuscles  and  haemoglobin  took  place. 

Experiment  9. — Young  male  rabbit ;  rice  diet.  Steady 
fall    in     red    corpuscles   and    haemoglobin.       Weight    almost 
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stationary.       Subcutaneous     injections     of    aqueous    extract. 
Positive  result. 

Date.  Red  corpuscles.         Haemoglobin.  Weight. 

Nov.     4  5,700,000  72  2,050  grammes. 

The  fall  was  progressive,  until  by  the  5  th  December  we  had — 

Dec.     5  3,900,000  63  2,100        „ 

6  3,500,000  63 

Subcutaneous  injection  aqueous  extract  =  1*5  grammes  marrow. 


ec. 

7 

4,600,000 

68 

»» 

8 

4,430,000 

66 

»» 

9 

5,250,000 

67 

»» 

10 

4,000,000 

62 

itai 

13 
leous 

3,400,000 
injection  aqueous  e 

62 

xtrac 

>ec. 

14 

4,380,000 

67 

i» 

IS 

4,908,000 

69 

»» 

16 

5,000,000 

69 

i» 

17 

4,600,000 

66 

♦> 

19 

3,500,000 

62 

»i 

20 

3,260,000 

61 

» 

21 

3,160,000 

61 

2,000 


2,050 


» 


Subcutaneous  injection  aqueous  extract  =  1*5  grammes  marrow. 
Dec.  22  4,200,000  67  2,050        „ 

„     23  5,000,000  70 

„     24  5,300,000  71 

„     26  5,000,000  68 

Experiment   10. — Young  male   rabbit.      Conditions  as   in 
Experiment  9. 

Date.  Red  corpuscles.        Haemoglobin.  Weight. 

Nov.     8  S,437iOOO  65  2,550  grammes. 

The  fall  was  progressive,  until  by  the  2nd  December  we  had — 

Dec.     2  3,910,000  62 

Subcutaneous  injection  aqueous  extract  =  1  gramme  marrow. 

Dec.     3  4,900,000  64  2,450         „ 

M 
»> 
»» 


»» 


3 

4,900,000 

64 

4 

5,000,000 

64 

5 

3,580,000 

57 

6 

4,000,000 

62 

7 

4^300,000 

63 

2,420 
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Subcutaneous  injection  aqueous  extract  =  i  g^nune  marrow. 

Weight. 


Date. 

Red  corpuscles.         Haemoglobin. 

Dec.     8 

5,470,000 

65 

9 

3,900,000 

62 

„       ID 

3,500,000 

59 

»      13 

3,300,000 

60 

cutaneous 

•  injection,  aqueous 

extract  = 

Dec.  14 

4,220,000 

6y 

»      15 

4,950,000 

68 

►,       16 

5,200,000 

68 

.       17 

4,900,000 

64 

.       19 

5,270,000 

68 

»,      20 

4,700,000 

66 

r,         21 

4, 1 00,000 

61 

.         23 

3,900,000 

61 

2,410  grammes. 


2,400 


)» 


2,400 

Experiment  1 1 . — As  this  was  exactly  similar  to  the  two 
preceding,  it  is  unnecessary  to  multiply  tables  by  giving  it  in 
detail.  Suffice  it  to  say  that  each  of  four  injections  of  the 
same  watery  extract  of  marrow  was  followed  by  a  rise  in 
corpuscles  and  haemoglobin,  very  much  the  same  as  those 
shown  in  Experiments  9  and  10. 

Remarks, — When  an  increase  in  the  red  corpuscles,  es- 
pecially such  a  sudden  and  decided  increase  as  some  of  the 
experiments  show,  is  observed,  it  may  obviously  be  due  ( i )  to 
an  absolute  gain  in  the  red  corpuscles,  (2)  to  a  redistribution  of 
those  already  present,  so  that  the  peripheral  circulation  contains 
more  and  the  deep  circulation  fewer,  or  (3)  to  a  concentration 
of  the  blood  by  the  withdrawal  of  some  of  its  fluid  constituents. 

In  the  case  of  the  white  corpuscles,  some  forms  of  leuco- 
cytosis  have  been  explained  on  the  second  of  these  grounds, 
but,  so  far  as  I  know,  the  erythrocytes  have  never  been  shown 
to  behave  in  an  analogous  manner.  And  it  seems  unlikely 
that  one  organic  substance  should  act  in  such  a  fashion — 
causing  an  abnormal  distribution  of  the  red  corpuscles — while 
another  and  very  similar  one  did  not  do  so  (one  or  two  obser- 
vations with  splenic  extract  and  blood  serum  were  made,  but 
with  negative  result),  and  as  all  estimations  of  red  corpuscles 
have  reference  solely  to  those  circulating  in  the  skin  capillaries, 
I  did  not  attempt  to  investigate  this  matter.      The  most  likely 
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fallacy  was  that  the  injections  might  have  caused  diarrhoea,  and 
thereby  concentrated  the  blood.  This  was  never  observed,  nor 
was  there  any  ground  for  imagining  that  a  withdrawal  of  fluid 
from  the  body  occurred.  I  think,  therefore,  that  we  are 
justified  in  believing  that  an  actual  increase  in  the  formed 
elements  took  place. 

With  the  progress  of  the  anaemia  produced  by  the  rice  diet, 
the  red  cells  became  deformed,  and  eventually  a  fairly-well 
marked  poikilocytosis  was  present  There  was  a  certain 
amount  of  languor,  and  the  animals  were  inclined  to  mope  in 
the  cage.  Now,  although  the  marrow  increased  the  number  of 
the  corpuscles,  their  form  was  not  correspondingly  improved, 
nor  was  there  any  betterment  of  the  general  condition  of  the 
animal.  A  return  to  the  ordinary  diet,  however,  brought  them 
back  to  the  normal  condition  in  a  week  or  a  fortnight.  The 
feature  of  the  action  of  the  bone  marrow  was  the  sudden 
and  very  large  increase  in  the  number  of  the  red  corpuscles,  and 
it  occasionally  seemed  as  if  the  subsequent  fall  was  more  rapid 
than  would  otherwise  have  been  the  case. 

No  such  rises  in  the  corpuscles  have  ever  been  recorded 
clinically  as  the  result  of  treatment  with  bone  marrow.  But; 
putting  aside  the  differences  in  the  form  of  the  anaemia  in  the 
rabbit  and  in  man,  it  must  be  noted  that  the  doses  of  marrow 
used  were  relatively  enormous.  The  effect  was,  it  seemed  to 
me,  that  of  a  sudden  and  powerful  stimulus  to  the  haemopoietie 
function. 

As  to  the  active  principle,  I  am  able  to  say  little.  It  is 
right  to  point  out,  however,  that  the  saline  solution  used  in  my 
experiments  has  no  effect  on  the  red  corpuscles.  It  is  true 
that  Maurel  (s)  states  that  subcutaneous  injections  of  30  c.c.  per 
kilo,  of  body  weight  of  7  per  cent,  salt  solution  favour  "  the 
reconstitution  of  the  blood.*'  Smaller  doses,  however,  have  no 
such  action,  and  I  find  that  the  few  grammes  injected  in  my 
experiments  are  quite  negligeable. 

The  chemistry  of  bone  marrow  appears  to  have  been 
worked  on  only  by  Forrest  (6).  He  finds  that  it  contains 
traces  of  albumin,  coagulated  by  a  temperature  of  70-75 
degrees,  a  globulin,  coagulable  at  47-50  degrees,  and  a  nucleo- 
albumin,  coagulable  at  60-65  degrees.  Proteose  (albumose) 
and  peptone  are  absent.     Danilewsky  expresses  the  view  that 
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the  active  substance  may  turn  out  to  be  lecithin.  His  reason 
for  this  appears  to  be  based  on  his  work  on  the  stimulative 
action  of  that  body  on  the  growth  of  the  frog  embryo  (7),  and 
also  on  his  observation  that  lecithin  when  injected  subcutane- 
ously  into  dogs  increased  the  corpuscles  from  800,000  to 
1,000,000  above  normal.  Lecithin,  however,  cannot  be  the 
active  agent  in  these  experiments,  since  it  is  absent  from  the 
aqueous  extract  used  in  Exp.  9-1 1.  At  an  early  stage  of  the 
work  it  was  suggested  that  nucleic  acid  might  be  the  active 
principle  ;  I  therefore  tried  this,  but  without  result  so  far  as 
the  red  corpuscles  were  concerned.  The  aqueous  extract  got 
after  extraction  with  alcohol  and  ether  was  tested  for  the  pre- 
sence of  inorganic  and  organic  iron,  and  wa$  found  to  be 
entirely  free  from  it.  Dr  Noel  Paton  was  kind  enough  to 
examine  the  same  extract  for  proteids,  and  found  that  it  con- 
tained a  deutero-proteose  in  small  amount  (thus  contradicting 
Forrest's  observation),  but  no  other  proteid. 

Sumtnary. — We  may  briefly  summarise  the  results  of  these 
experiments  as  follows  : — ( i )  Subcutaneous  injections  of  bone 
marrow  have  no  action  on  the  red  corpuscles  or  haemoglobin  of 
a  healthy  animal.  (2)  When  the  red  corpuscles  and  haemo- 
globin fall  below  their  normal  limits,  injections  of  marrow  pro- 
duce a  decided  rise  in  both.  This  rise  is  well-marked,  sudden, 
and  of  short  duration.  (3)  Along  with  the  increase  in  the  red 
corpuscles,  there  is  no  corresponding  improvement  in  the  form 
of  the  cells.  (4)  The  active  principle  is  present  in  an  aqueous, 
but  not  in  an  alcoholic  extract  of  marrow,  it  is  not  precipitated 
by  boiling,  it  does  not  contain  iron,  and  may  possibly  be  a 
deutero-proteose.^ 

References.— (i)  PflUger's  Archiv.^  1895,  Ixi.,  p.  264.  {^)  Journal  of 
Physiology^  1898,  xxiii.,  p.  376.  (3)  Jour.  Path,  and  Bact.^  1896,  iii.,  p.  385. 
{^Journal  of  Physiology^  1895,  xviii.,  p.  484.  (5)  Comptes  Rendus  de  la 
Soc.  de  Biol.y  1897,  10  s.,  iv.,  p.  77.  (6)  Journal  of  Physiology^  1894-95,  xvii^ 
p.  174.  (7)  Comptes  Rendus  de  la  Soc.  de  Biol.^  1897,  10  s.,  iv.,  p.  475  ;  and 
Sem.  M^dy  1896,  p.  II. 

'  After  experiencing  considerable  delay  in  procuring  marrow  from  other  sources, 
I  applied  to  Messrs.  Burroughs,  Wellcome,  &  Co.,  who  were  kind  enough  to  supply 
roe  with  a  sufficient  quantity  for  the  majority  of  these  experiments. 
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Quincke  (27),  in  1872,  making  use  of  the  method  of  in- 
jecting fine  insoluble  granules  into  the  cerebro-spinal  spaces 
in  the  living  animal,  got  important  results.  He  found  that 
for  this  purpose  it  was  necessary  to  use  dogs,  as  the  spaces 
in  animals  of  smaller  size  were  insufficient  to  allow  of  the 
proper  diffusion  of  the  granules.  In  one  series  of  experiments 
he  cut  down  on  the  lumbar  region,  reflected  the  muscles  from 
the  spinal  column,  and  injected  through  the  spinal  ligaments 
into  the  subarachnoid  space  a  fluid  containing  granules  of 
cinnabar.  The  wounds  were  then  closed  up,  and  the  animals 
allowed  to  go  about.  The  animals  were  usually  killed  in  some 
days  ;  occasionally  some  weeks  were  allowed  to  elapse ;  whilst 
a  few  succumbed  in  several  hours.  He  found  that  a  wide- 
spread diffusion  had  occurred  in  the  subarachnoid  space,  not 
only  in  the  spinal  column,  but  also  up  into  the  cranium,  where 
the  base  of  the  brain  was  coloured.  The  sheaths  of  the  nerves, 
as  they  left  the  cord  also  contained  granules,  which  were  most 
numerous  just  where  the  nerves  pierced  the  dura  ;  occasionally 
the  granules  were  found  as  far  out  as  where  the  rami  com- 
municantes  pass  to  the  sympathetic,  or  even  a  few  millimetres 
further.  In  the  case  of  the  lumbar  nerves  the  colouring  matter 
was  found  in  the  lumbar  plexus  beyond  the  brim  of  the  pelvis. 
Some  of  the  cranial  nerves  also  contained  granules  in  their 
sheaths,  notably  the  optic  which  was  coloured  as  far  as  the 
entrance  of  the  nerve  into  the  bulb  of  the  eye.  Cinnabar 
particles  were  found  in  the  sheath  of  the  carotid  as  it  leaves 
the  skull,  in  some  of  the  deep  cervical  glands  of  the  neck,  and 
occasionally  in  the  submaxillary  lymphatic  glands.  The  Pac- 
chionian bodies  were  coloured,  but  the  choroid  plexuses  were,  as 
a  rule,  free  from  pigment  ;  in  some  cases  granules  were  present 
in  the  epithelium  of  the  plexus,  but  none  in  the  cellular  tissue. 
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In  a  second  series  of  cases  the  skull  was  trephined,  and 
injections  made  either  beneath  the  dura  simply,  />.  into  the 
arachnoid  (subdural)  space,  or  into  the  subarachnoid  space 
(pia-arachnoid).  The  opening  in  the  skull  was  then  closed  by 
a  wooden  plug  and  the  animals  allowed  to  live  for  varying 
periods,  as  in  the  previous  experiments.  In  these,  whether  the 
injection  was  subdural  or  beneath  the  arachnoid,  the  granules 
were  found  in  the  subarachnoid  space  over  the  brain,  especi- 
ally towards  the  base,  down  the  spinal  column  to  a  variable 
distance,  along  the  nerve  sheaths  (especially  of  the  optic 
nerve),  in  the  sheath  of  the  carotid  for  some  distance,  and 
in  the  lymphatic  glands  of  the  neck.  Quincke,  therefore, 
concluded  that  (i)  there  is  a  communication  between  the 
subarachnoid  space  of  the  brain  and  that  of  the  spinal 
cord ;  (2)  in  the  subarachnoid  fluid  there  is  a  to-and-fro 
movement  during  life,  which  is  apparently  more  marked 
from  the  cord  to  the  brain  than  vice  versa  ;  (3)  there  is  a  com- 
munication between  the  arachnoid  (subdural)  and  subarachnoid 
(pia-arachnoid)  spaces  ;  and  (4)  the  cerebro-spinal  fluid  passes 
away  partly  along  the  nerve-sheaths,  partly  into  the  lym- 
phatics of  the  neck,  and  partly  through  the  Pacchionian 
bodies  into  the  venous  sinuses  of  the  skull.  To  explain  the 
to-and-fro  movement  of  the  cerebro-spinal  fluid,  Quincke 
adopted  the  theory  of  Ecker,  which  has  already  been  re- 
ferred to  ;  he  also  thought  that  as  regards  the  communi- 
cation which  apparently  exists  between  the  arachnoid  and 
subarachnoid  spaces  the  flow  is  from  the  former  to  the  latter. 

The  value  of  these  experiments  of  Quincke  is  at  once 
apparent,  and  it  may  be  remarked  here  that  they  led  up 
to  the  introduction  by  the  same  author,  many  years  later, 
of  the  operation  of  lumbar  puncture. 

Langlet  (28)  tried  to  use  the  sphygmograph  to  take  tracings 
of  the  fontanelle  movements  in  children,  but  no  very  satisfactory 
results  were  got,  from  the  fact  that  the  children  were  wakened 
by  the  noise  of  his  instrument.  He  concluded,  however,  from 
such  as  he  was  able  to  take,  that  during  quiet  respiration 
there  was  no  effect  on  the  brain  from  the  respiratory  move- 
ments. 

It  was  Salath^  (3  0>  however,  who,  in  a  clear  and  extremely 
interesting  paper,   first  showed   by  the  graphic   method  how 
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much  could  be  learned  from  the  observation  of  the  brain  move- 
ments in  the  fontanelle  of  the  child,  in  gaps  in  the  skull  of 
adults  who  through  injury  or  disease  had  lost  part  of  the  cal- 
varium,  as  well  as  in  animals  where  part  of  the  skull  had  been 
removed.  He  used  Marey's  tambours  and  a  revolving  cylinder, 
and  he  gives  a  considerable  number  of  the  tracings  so  taken. 
He  came  to  the  conclusion  that  during  sleep  and  in  the  quiet 
state  respiration  has  no  effect  on  brain  movements,  whilst 
during  agitation,  crying,  etc.,  the  movements  are  very  marked, 
and  that  during  alterations  in  attitude  the  tracing  also  varies. 
In  his  experiments  on  animals,  he  showed  that  when  artificial 
respiration  is  carried  on  by  inflating  the  lungs  through  a 
catheter,  the  movements  of  the  brain  are  the  very  reverse  of 
what  they  are  during  natural  respiration,  because  in  the  latter, 
during  inspiration,  there  is  a  better  venous  return  to  the  chest 
from  the  negative  pressure  then  present,  whilst  in  the  former 
the  venous  return  is  impeded  by  the  forcible  distension  of  the 
lungs  produced  by  inflation.  He  showed  also  that  there  were 
movements  of  the  spinal  cord  similar  to  those  in  the  brain,  but 
he  thought  that  the  former  were  not  due  to  the  influence  of  the 
respiratory  movements  on  the  veins  in  the  spinal  column  itself, 
but  were  caused  by  movements  in  the  cerebro-spinal  fluid 
resulting  from  the  movements  of  the  brain. 

Coming  to  the  consideration  of  the  question  as  to  whether 
movements  occur  in  the  brain  in  the  closed  S^kull,  he  supports 
Richet  (24)  and  his  school  in  thinking  that  such  undoubtedly 
occur.  The  experiments  of  Bonders  and  others,  who  put  win- 
dows in  the  skull,  he  does  not  think  conclusive,  as,  probably, 
the  movements  would  occur  chiefly  at  the  base  of  the  brain 
where  the  vessels  are  largest.  He  tried  to  prove  his  contention 
by  making  a  mechanism  to  resemble  the  cranial  and  spinal 
cavities,  but  as  in  this  he  represented  the  skull  by  a  rigid-walled 
globe,  whilst  the  spinal  cavity  was  represented  by  an  elongated 
tube  with  flexible  walls,  he  practically  took  for  granted  what  he 
set  himself  to  prove,  and  the  conclusions  come  to  from  this  part 
of  his  thesis  are  therefore  not  at  all  convincing. 

After  Salath^  other  pupils  of  Marey  contributed  papers  on 
tracings  of  the  brain  movements,  which  added  to  our  knowledge 
of  the  circulation  in  the  unclosed  skull.  Amongst  these  were 
Brissaud  and  Fran9ois-Franck  (32),  who  recognised  that  as  the 
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general  level  of  the  brain  tracing  rose  the  arterial  pulsations 
became  smaller. 

Soon  afterwards  Fleming  (33)  of  Glasgow  published  a 
paper  giving  some  results  got  by  the  graphic  method  in  two 
patients  with  gaps  in  the  skull.  He  showed  that  compression 
of  the  femoral  arteries,  coughing,  and  exertion  of  all  kinds, 
caused  an  increase  of  tension,  as  also  did  lowering  of  the  head, 
compression  of  the  jugular  veins,  raising  the  arms,  etc.  During 
sleep  he  still  saw  the  respiratory  curve  present  whilst  the  pulse 
waves  were  smaller.  He  summed  up  thus :  "  The  important 
factors,  then,  in  producing  cerebral  motion  are  the  alternate 
aspiration  and  expulsion  of  blood  by  the  inspiratory  and  ex- 
piratory motions  of  the  thorax,  the  greater  or  less  force  of 
the  ventricular  contraction,  the  increased  or  diminished  quan- 
tity of  blood  available  to  be  sent  to  the  brain,  and  the  action  of 
g^vity  upon  the  cerebro-spinal  fluid." 

In  1 88 1  appeared  Mosso's  work,  Ueber  den  Kreislauf  des 
Blutes  ini  Menschlichen  Gehim,  some  parts  of  which  had,  how- 
ever, appeared  some  years  before.  This  is  undoubtedly  one  of 
the  works  of  greatest  interest  and  importance  on  the  subject  of 
the  intracranial  circulation.  Mosso  investigated  the  movements 
of  the  brain  in  several  patients  with  gaps  in  the  skull,  and  first 
drew  attention  to  the  fact  that  on  tracings  from  the  brain  one 
could,  practically  always,  see  three  prominences — hence  he 
called  the  pulse  "  tricuspidal."  As  a  rule  the  pulse  was  ana- 
crotic, but  occasionally  it  was  katacrotic.  He  showed  that 
respiration  might  affect  the  form  of  the  pulse ;  thus  whilst  dur- 
ing expiration  the  pulse  was  anacrotic,  during  inspiration  it 
might  become  katacrotic.  In  particular,  he  drew  attention  to 
a  comparison  of  the  pulse  tracings  of  the  brain,  as  taken  by 
means  of  air  conduction  and  Marey's  tambours,  with  tracings 
of  the  arm  on  a  whole  taken  by  means  of  the  plethysmograph. 
The  pulse  in  both  was  usually  anacrotic,  and  the  respiratory 
movements  sometimes  affected  the  form  of  the  fore-arm  pulse 
in  the  same  manner  as  they  affected  the  brain  pulse,  i,e.^  during 
inspiration  it  may  become  katacrotic  although  during  expira- 
tion it  is  anacrotic.  He  directed  attention,  at  the  same  time, 
to  the  fact  that  all  parts  above  the  diaphragm  are  affected,  as 
regards  the  blood  in  the  veins,  in  the  same  way,  viz.,  during 
inspiration  there  is  an  aspiration  of  the  veins  of  the  neck,  with  a 
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consequent  increased  venous  flow  in  the  head  and  arms,  whilst 
below  the  level  of  the  diaphragm  the  veins  of  the  abdomen  are 
compressed  by  the  increase  of  abdominal  pressure  during  that 
act,  and  consequently  the  venous  return,  especially  from  the 
legs,  is  retarded.  The  consequence  is  that  the  effect  on  the 
lower  part  of  the  body  counterbalances  that  on  the  upper,  and  a 
regular  supply  of  blood  to  the  heart  results. 

Mosso  also  made  elaborate  investigations  on  the  condition 
of  the  brain  during  mental  effort,  and  found  that  every  mental 
act,  and  practically  every  sensory  stimulation,  produced  increased 
intracranial  tension,  as  indicated  by  a  rise  in  the  level  of  the 
tracing.  This  rise  of  intracranial  tension  was  almost  always 
accompanied  by  diminution  in  the  volume  of  the  arm,  as  taken 
by  the  plethysmograph.  In  a  few  cases,  however,  there  was  a 
rise  of  brain  pressure  without  apparent  alteration  in  the  volume 
of  the  limb.  During  mental  effort,  also,  the  pulse  waves  were 
more  ample.  He  showed  also  that,  in  addition  to  the  respira- 
tory and  arterial  waves,  the  tracings  showed  further  undulations 
which  were  evidently  due  to  the  rhythmic  contractions  of  the 
arterial  walls,  similar  to  those  seen  in  the  vessels  of  the  rabbit's 
ear.  During  sleep  the  brain  pressure  was  shown  to  be  low  and 
the  individual  pulse  waves  small. 

Mosso  demonstrated  the  presence  of  pulsation  in  the  veins 
in  the  closed  skull,  by  making  a  trephine  hole  in  the  skull, 
inserting  a  canula  into  the  longitudinal  sinus  and  filling  up  the 
rest  of  the  trephine  opening  with  a  rigid  plate.  Movements 
synchronous  with  the  arterial  pulsations  were  quite  distinctly 
seen. 

Finally  he  came  to  the  conclusion  that  during  ordinary 
respiration  there  is  practically  no  movement  of  the  cerebro- 
spinal fluid.  In  his  experiments,  however,  in  this  connection, 
there  was  an  opening  to  the  atmosphere,  which  renders  them 
not  beyond  criticism. 

Naunyn  and  Schreiber  (38)  investigated  the  pressure  of  the 
cerebro-spinal  fluid  by  inserting  a  manometer  beneath  the 
membranes  at  the  lower  end  of  the  spinal  column,  and  also 
in  the  skull.  They  were  able  by  gradually  raising  the  cerebro- 
spinal pressure  to  produce  the  various  symptoms  of  so-called 
"cerebral  pressure" — pain,  slowing  of  the  pulse,  convulsions, 
loss  of  consciousness,  etc. 

Q 
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Falkenheim  and  Naunyn  (4 1 ),  estimating  the  subarachnoid 
pressure  at  the  cauda  equina,  found  that  it  varied  within  very 
wide  limits.  They  showed  that  when  cerebro-spinal  fluid  is 
drawn  off  it  is  rapidly  secreted  again,  and  in  one  case  found 
that  240  cm.  of  fluid  were  secreted  in  a  dog  in  twenty-four 
hours.  When  the  blood  is  hydraemic,  as  after  injection  of  salt 
solution,  there  is  a  larger  flow  of  cerebro-spinal  fluid.  The  sub- 
arachnoid pressure  was  found  to  rise,  as  a  rule,  with  increase  of 
arterial  pressure,  but  this  was  not  constant ;  but  the  absorption 
of  the  fluid  was  not  at  all  dependent  on  the  arterial  pressure. 
They  were  not  able  to  decide  whether  venous  stasis  interfered 
with  the  absorption  of  fluid.  As  regards  the  symptoms  of 
"  brain-pressure,"  the  immediate  cause,  according  to  the  authors, 
is  ansemia  of  the  brain  ;  this,  however,  does  not  come  on  gradu- 
ally with  increase  in  the  subarachnoid  pressure,  but  suddenly 
after  the  pressure  has  reached  a  certain  height. 

In  the  Dictionnaire  EncyclopMique  des  Sciences  Mddicales^ 
Fran9ois  Franck  and  Pitres  (42),  1887,  contributed  an  article 
of  great  interest  and  value  to  the  subject  under  the  heading 
^^  Encephale-Circulationy  Reviewing  the  whole  subject,  they 
show  the  effect  of  the  heart's  action  and  of  respiration  on  the 
intracranial  circulation  in  the  unclosed  and  then  in  the  closed 
skull.  They  believe  that  the  heart's  action  affects  the  venous 
circulation  in  three  ways ;  firstly,  by  the  ordinary  vis  a  tergo 
action  of  the  blood  forced  through  the  arteries  and  capillaries ; 
secondly,  by  the  lateral  pressure  exerted  on  the  veins  by  the 
dilatation  of  the  arteries  during  systole ;  and  thirdly,  by  the 
aspiratory  action  of  the  sinuses  of  the  right  auricle  when  it 
dilates.  They  discuss  the  question  of  the  movement  of  the 
cerebro-spinal  fluid,  and  they  refer  to  some  experiments  of 
theirs  directed  towards  the  determination  of  this  question. 
Inserting  a  fine  hsemodromometer  through  the  occipito- 
atlantal  membrane,  apparently  into  the  subarachnoid  space, 
they  watched  for  movements.  With  ordinary  respiration 
they  saw  none ;  with  arterial  pulsations  the  instrument  moved 
in  one  direction,  whilst  between  the  pulsations  it  moved  in 
the  other.  They,  therefore,  came  to  the  conclusion  that  with 
arterial  pulsation  there  was  a  flow  of  fluid  from  the  cranial 
into  the  spinal  cavity,  but  that  with  respiration  there  was  no 
movement.     They  believe,  however,  that  with  forced  respira- 
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tion  there  is  a  flow  from  one  cavity  to  the  other,  but  they  were 
unable  to  decide  this  point  as  they  could  not  get  the  animals 
to  take  forced  respirations.  Their  chief  reason  for  believing 
that  such  a  flow  will  occur  is  that  during  inspiration  the  return 
of  blood  from  the  cord  will  not  be  so  great  as  from  the  brain, 
consequently  fluid  should  flow  from  the  spinal  column  into  the 
cranium. 

[The  negative  result,  as  regards  the  movement  of  fluid  with 
the  acts  of  respiration,  got  from  the  above  experiment  is  of 
interest,  though  too  much  value  must  not  be  placed  on  it ;  but 
one  cannot  but  be  sceptical  as  to  the  conclusions  derived  by 
the  authors  from  the  movements  of  the  haemodromometer  with 
the  arterial  pulsations.  It  would  be  quite  impossible  to  be  sure 
that  the  instrument  was  really  free  in  such  a  small  space  as 
the  subarachnoid  space  of  a  dog ;  the  movements  could  quite 
readily  be  imparted  to  the  instrument  were  the  point  resting  on 
the  spinal  cord  or  against  an  artery  in  the  membranes,  with- 
out  any  movement  whatever  of  the  cerebro-spinal  fluid  taking 
place.] 

They  showed  that  when  the  skull  is  unopened  the  differ- 
ence of  pressure  inside  the  carotid  artery,  when  the  animal  is 
raised  from  the  horizontal  to  the  perpendicular  position,  is  not 
nearly  so  great  as  it  is  when  the  skull  is  opened,  or  as  it  is  in 
the  arteries  of  the  limb.  This  demonstrates  very  clearly  the 
difference,  even  on  the  arterial  side,  of  the  circulation  in  the 
closed  from  that  in  the  unclosed  skull. 

About  this  time — 1887 — Gartner  and  Wagner  (43)  ap- 
proached the  subject  from  quite  a  different  standpoint.  They 
experimented  on  dogs,  and  estimated,  as  far  as  possible,  the 
quantity  of  blood  flowing  through  the  brain  in  a  given  time, 
using  for  the  purpose  the  vein  which  conveys  most  blood  from 
the  head,  and  estimating  the  quantity  by  means  of  a  kymo- 
graph. They  found  that  with  pressure  on  the  aorta,  and  con- 
sequent rise  of.intra-arterial  pressure,  whilst  the  general  venous 
pressure  is  not  affected,  the  quantity  of  blood  is  increased. 
Amyl  nitrite,  while  causing  decreased  pressure,  also  increases 
the  flow  of  blood,  so  that  the  vessels  of  the  brain  are  evidently 
dilated,  and  a  similar  condition  seems  to  be  present  in  the  later 
stages  of  chloroform  anaesthesia. 

These  results  of  Gartner  and  Wagner  are  of  much  import- 
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ance,  though,  of  course,  the  method  used  cannot  give  exact 
results,  and  only  indirect  and  inconclusive  evidence  of  the 
variations  in  the  calibre  of  the  blood-vessels  inside  the  skull 
can  be  got. 

An  important  point  shown  by  them  is  that  sensory  stimu- 
lation, whilst  causing  contraction  of  the  vessels  throughout  the 
body  generally,  causes  an  increased  flow  of  blood  through  the 
brain.  The  fact  that  sensory  stimulation  does  not  cause  con- 
traction, but  dilatation  of  the  vessels  of  the  brain,  had  previ- 
ously been  shown  by  Knoll  (49),  who  made  observations  on  the 
cerebro-spinal  pressure  by  means  of  a  canula  inserted  through 
the  sub-occipital  membrane.  Knoll  was  unable  to  find  by 
stimulation  any  evidence  of  vaso-motor  nerve  supply  to  the 
intracranial  vessels,  and  therefore  threw  out  the  suggestion 
that,  perhaps,  they  might  be  directly  influenced  by  substances 
in  the  circulating  fluids. 

One  of  the  strongest  supporters  of  the  Monro-Kellie 
doctrine  was  the  late  Dr  James  Cappie  (46),  of  this  city. 
During  a  period  of  between  thirty  and  forty  years,  from  1859 
onwards  till  a  short  time  before  his  death,  he  made  a  series 
of  contributions  to  the  literature  of  the  intracranial  circulation, 
and  especially  in  its  relation  to  sleep.  He  believed  strongly  that 
the  vis  a  tergo  action  of  the  heart  was  not  of  itself  sufficient  to 
carry  on  the  capillary  circulation  in  the  brain,  but  that  there 
must  also  be  some  power  in  front  drawing  it  on.  This  p)ower, 
in  his  opinion,  is  the  "  unceasing  commotion  of  the  tissue  mole- 
cules." "  In  all  textures  where  metabolism  is  going  on,  the 
physical  interchanges  between  the  fluids  within  and  outside  the 
capillary  walls,  the  chemical  affinities,  the  attractions  and  re- 
pulsions, the  inconceivably  rapid  oscillation  of  the  molecules, 
all  go  to  constitute  a  force  which  draws  the  blood  onwards  and 
actively  transmits  it  through  the  capillaries"  (46  and  73).  In  vari- 
ous mental  actions  there  will  be  an  increased  circulation  through 
corresponding  parts  of  the  brain,  but  this  local  turgescence  will 
be  accompanied  by  a  corresponding  anaemia  of  the  other  parts 
of  the  brain.  He  thought  that  the  view  that  cerebro-spinal 
fluid  may  pass  from  the  cranium  into  the  spinal  cavity,  and 
vice  versa,  is  negatived  by  the  facts  that  if  that  were  so,  ( i )  the 
fluid  could  not  give  that  proper  and  constant  support  to  the 
brain  which  is  admitted  to  be  one  of  its  chief  functions  ;  (2) 
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there  would  be  a  great  stress  on  the  nerves  at  the  base  of  the 
brain,  which  would  necessitate  their  being  extensile ;  as  that  is 
not  the  case,  with  many  of  them  at  least,  injury  would  result ; 
(3)  further,  he  ai^ed  that  if  the  dura  is  fibrous  it  cannot  dis- 
tend and  accommodate  more  fluid,  and  if  it  is  so  distensile  as 
to  accommodate  more  fluid,  it  cannot  again  drive  the  fluid  back 
into  the  skull. 

It  will  be  seen  from  what  has  just  been  said  that  Cappie's 
work  was  purely  theoretical. 

Roy  and  Sherrington  (49)  in  1 890  published  the  results  of 
some  valuable  work  on  the  blood  supply  of  the  brain.  They 
measured  directly  the  changes  which  occur  in  the  thickness  of 
the  brain  after  reflection  of  the  membranes,  and  they  came  to 
the  conclusion  that  the  blood  supply  of  the  brain  varies  directly 
with  the  blood-pressure  in  the  systemic  arteries.  They  sought  for, 
but  could  find  no  evidence  of,  vaso-motor  nerves  to  the  brain,  and 
found  that  nearly  every  increase  of  blood-supply  inside  the  skull 
was  due  to  increase  in  the  general  intra-arterial  pressure.  An 
exception  to  this  was  the  dilatation  seen  when  free  acids  were 
injected  into  a  vein,  and  they  thought  that  the  walls  of  the 
blood-vessels  were  probably  acted  on  directly  by  the  acid, 
and  so  dilated  actively.  In  anaemia  of  the  brain  they  found 
that  there  was  excitation  of  the  vaso-motor  centre,  with  conse- 
quent constriction  of  the  arteries  of  the  body,  rise  of  the  general 
intra-arterial  pressure,  and  increase  of  the  blood-supply  to  the 
brain,  />.,  anaemia  of  the  brain  tends  to  cure  itself. 

In  Virckow's  Archiv  for  1890  appeared  a  series  of  articles 
on  the  Circulation  in  the  Brain  and  its  Variations^  by  Geigel 
(47),  who  starts  by  asserting  that  the  doctrine  laid  down  by 
Althann  (26)  that  overfilling  of  the  arteries  causes  a  slowing 
in  the  blood-stream  by  raising  the  intracerebral  pressure  is  an 
incontrovertible  fact.  He  emphasises  the  fact,  to  which  Althann 
had  also  drawn  attention,  that  the  question  of  importance  is  not 
the  quantity  of  blood  in  the  arteries  and  veins  of  the  brain,  but 
the  rate  of  flow  through  the  capillaries,  and  the  consequent  ready 
opportunity  for  exchange  of  the  chemical  products.  He  there- 
fore proposes  to  use,  not  the  terms  "  anaemia  "  and  "  hyperaemia," 
but  "  endiaemorrhysis  " — proper  flow  of  blood  through  the  capil- 
laries ;  adiaemorrhysis — lessened  flow ;  and  hyperdiaemorrhysis — 
increased  flow.      Accepting  the  cranium  as  practically  a  closed 
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box,  he  says  that  the  intracranial  pressure  is  equal  to  the 
intra-arterial  pressure,  minus  the  resistance  which  the  tension 
of  the  vessel-wall  offers,  and  from  that  he  argues  that,  with 
lessened  tension  of  vessel-wall  and  consequent  dilatation  of  the 
artery,  the  rate  of  flow  through  the  capillaries  is  decreased  ;  and 
conversely,  that  spastic  contraction  of  the  arteries  of  the  brain 
causes  hyperdiaemorrhysis.  He  asserts  also  that  the  rate  of 
flow  in  the  brain  capillaries  is  much  more  dependent  on  the 
tension  of  the  vessel-walls  than  on  the  height  of  the  arterial 
pressure,  and  that,  in  fact,  the  influence  of  increased  arterial 
pressure  from  increased  heart's  action,  etc.,  is  dependent  on  the 
condition  of  the  vessel-wall.  The  tension  of  the  artery  walls 
influences  not  only  the  rate  of  flow  in  the  capillaries,  but  also, 
he  holds,  the  width  of  the  capillaries  ;  for,  with  increased  wall 
tension  the  intracranial  pressure  is  less  and  the  capillaries 
consequently  dilate,  whilst  with  diminished  wall  tension  the 
capillaries  are  pressed  on.  High  tension  of  artery  walls  pro- 
duces, therefore,  hyperdiaemorrhysis ;  low  tension  produces 
adisemorrhysis. 

This  paper  of  Geigel's  produced  an  immediate  reply  by 
Lewy  (48)  of  Berlin,  who,  after  referring  to  the  experiments  of 
Bonders  as  showing  that  variations  in  the  quantity  of  blood 
inside  the  cranium  can  exist,  and  asserting  that  these  variations 
are  rendered  possible  by  the  flow  of  cerebro-spinal  fluid  from 
the  cranium  into  the  spinal  cavity,  proceeds  to  examine  Geigel's 
ai^uments.  He  says  that,  in  referring  to  the  "  tension  "  {span- 
nung)  of  the  vessel  wall,  Geigel  has  omitted  the  action  of  the 
muscular  coat  of  the  arteries  ;  and  he  asserts  that  the  intra- 
cranial circulation  depends  rather  on  the  difference  between 
the  arterial  pressure  and  the  venous  pressure  than  on  the 
arterial  pressure  alone,  as  Geigel  seems  to  suggest.  If  Geigel's 
theory  were  correct,  when  the  skull  is  opened  the  regulation  of 
the  blood  supply  would  be  completely  altered,  for  then,  as  is 
apparent,  it  corresponds  to  the  blood  supply  of  the  rest  of  the 
body,  /.^.,  with  hyperaemic  arteries  there  is  a  greater  blood  flow, 
and  vice  versa^  and  it  is  impossible  to  imagine  that  such  a 
change  from  one  form  of  regulation  to  another — the  exact 
counterpart  of  it — could  be  accomplished  without  serious 
phenomena  supervening.  No  such  phenomena,  however,  are 
seen. 
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Lewy  concludes  that  with  the  dilatation  of  the  arteries 
of  the  brain  fluid  passes  into  the  spinal  cavity,  but  that, 
after  the  lymph  spaces  of  the  spinal  membranes  are  filled, 
further  pulsatile  widening  of  the  arteries  is  accompanied  by 
pulsatile  narrowing  of  the  capillaries  and  veins  ;  only,  however, 
when  the  area  of  the  capillaries  or  veins  is  decreased  by  com- 
pression to  less  than  that  of  the  arteries  does  the  blood-flow 
become  interfered  with.  Therefore  narrowing  of  an  artery  of 
the  brain  causes  anaemia,  and  widening  of  an  artery  causes 
hyperaemia,  and  only  very  great  widening,  as  already  ex- 
plained, leads  to  a  lessened  flow  of  blood  through  the  capillaries. 
Except  in  the  last  case  then,  the  regulation  of  the  blood-flow 
through  the  brain  is  the  same  as  that  in  any  other  organ  of  the 
body. 

In  1892  appeared  a  work  by  Grashey  (50)  on  the  blood 
circulation  in  the  brain.  He  made  observations  on  a  mechanism 
which  he  had  contrived  to  represent  the  intracranial  circulation 
in  the  closed  skull.  If  fluid  be  made  to  flow  forcibly  through 
an  elastic  tube,  the  pressure  at  the  proximal  end  is  greater 
than  at  the  distal,  and  the  tube  is  therefore  distended  to  a 
greater  extent  at  the  proximal  end.  If  now,  however,  the  tube 
be  introduced  into  an  air-tight  glass  vessel  filled  with  water,  the 
conditions  will  approximately  correspond  to  those  inside  the 
skull.  The  higher  pressure  at  the  proximal  end  is  com- 
municated to  the  water,  which  therefore  compresses  the  distal 
end.  The  pressure  inside  the  tube  rises,  overcomes  the  outside 
pressure,  the  distal  end  is  distended,  and  the  flow  goes  on  ;  but 
again,  the  inside  pressure  falls  somewhat,  compression  again 
results,  and  so  on.  The  distal  end  of  the  tube  is  observed  to 
pulsate,  whilst  the  flow  of  fluid  through  the  tube  is  less  than  if 
there  was  no  fluid  around  the  tube.  From  careful  experiment- 
ing with  this  mechanism  Grashey  believes  that  with  increased 
pressure  in  the  aorta  there  would  be  increased  flow  of  blood 
through  the  brain  capillaries,  until  a  certain  point  is  reached, 
when  the  veins  would  begin  to  vibrate  and  there  would  be  a 
decreased  capillary  circulation.  The  veins  which  would  so 
vibrate  are  the  large  veins  opening  into  the  sinuses ;  the  latter 
having  incompressible  walls  cannot  do  so.  The  result  of  this 
alternating  compression  of  the  veins  would  be  congestion  of  the 
capillaries,  with  probable  increase  in  the  quantity  of  cerebro- 
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spinal  fluid  secreted.    This  would  lead  to  still  further  compression 
of  the  veins,  and  so  a  vicious  circle  would  be  set  up. 

About  the  same  time  Tietze  (51)  made  a  short  contribution 
to  the  literature  of  brain  movements.  He  took  tracings  from 
a  boy  with  a  hole  in  the  left  frontal  region  of  his  skull,  and  in 
so  doing  used  three  methods — (i)  by  a  lever  resting  directly 
on  the  brain  ;  (2)  by  air  conduction  ;  and  (3)  by  water  con- 
duction. In  the  two  former  the  pulse  was  anacrotic,  in  the 
latter  katacrotic.  He  found  also  that  the  pulse-wave  of  the 
brain  was  ili  of  a  second  later  than  that  of  the  carotid.  This 
difference  corresponded,  he  says,  to  the  distance  to  be  travelled 
by  the  wave  in  this  patient,  and  showed  conclusively,  in  his 
opinion,  that  that  wave  was  produced  in  the  arteries  in  the 
brain-substance,  and  was  not  transmitted  from  the  vessels  at 
the  base  of  the  brain. 

A  paper  of  interest  by  Dean,  on  Cerebro- spinal  Pressure, 
appeared  in  the  Journal  of  Pathology  and  Bacteriology^  Vol.  i., 
1893.  He  distinguished  sharply  general  compression  from 
local  compression,  and,  considering  the  former  first,  he  esti- 
mated the  cerebro-spinal  pressure  by  passing  a  canula  up 
the  sheath  of  one  of  the  spinal  lumbar  nerves.  The  normal 
pressure  in  the  dog  he  found  to  be  70  to  150  mm.  of  water. 
Any  diminution  of  space  in  the  cranial  cavity  was  found  to 
cause  at  once  a  rise,  and  only  a  gradual  rise,  of  pressure.  No 
sudden  rise  on  further  diminishing  the  space  was  found,  as  de- 
scribed by  Bergmann  and  others.  This  shows  that  the  theor)' 
that  fluid  passes  into  the  theca  vertebralis,  and  so  prevents  an 
immediate  rise  of  pressure,  whilst  after  all  available  space  from 
such  distension  of  the  thecal  and  perineural  spaces  has  been 
made  use  of,  there  is  a  sudden  rise  of  pressure,  is  probably 
incorrect. 

Discussing  local  compression,  he  refers  to  the  circulatory 
mechanism  of  that  region  of  the  brain  affected  by  the  com- 
pressing agent.  He  inserted  glass  discs  beneath  the  dura 
and  found  that  as  a  result  there  was  marked  anaemia,  followed 
by  much  oedema.  He  therefore  cannot  understand  how  Adam- 
kiewicz,  who  used  pieces  of  laminaria  in  the  same  way,  got, 
from  the  pressure  of  these,  not  anaemia  but  hypera*mia  of 
the  small  vessels. 

Experimenting   on    the   action   of  various   agents   on   the 
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cerebrospinal  pressure,  and  recording  at  the  same  time  the 
arterial  pressure,  he  found  that  these  did  not  always  rise  and 
fall  together,  and  therefore  he  came  to  the  conclusion  that 
these  experiments  showed  that  there  were  vaso-motor  nerves 
to  the  brain.  [It  must  be  remembered  that  in  these  experi- 
ments the  venous  pressure  was  not  specially  noticed.] 
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Sanderson,  J.  E.  Scott,  M.A.,  W.  M.  Selby,  A.  M.  Sharp,  M.A., 
G.  H.  Skinner  (with  distinction),  J.  H.  Smith,  E.  M.  Snowball, 
Baba  M.  S.  Sodhi,  A.  W.  K.  Straton,  E.  P.  M.  Stuart,  H.  R. 
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Vickers,  R.  M.  Walker,  W.  R.  S.  Watkins,  J.  H.  D.  Webster. 

D.  H.  Wessels,  H.  S.  Winterbotham,  E.  E.  Wood,  A.  C.  T. 
Woodward,  G.  W.  Young,  William  Young. 

Second  Professional,  —  Old  R^ulations  —  Maung  Ba-Ket, 
R.  A.  M.  Macleod,  W.  H.  Meyer,  A.  H.  Reid  (with  distinction), 
R.  S.  Williams.  New  Regulations — May  Agnew,  G.  S.  Blandy, 
V.  C.  de  Boinville,  E.  S.  Brett,  A.  J.  Brock,  James  Brocket, 
J.  E.  M.  Brown,  William  Brown,  G.  C.  Burgess  (with  distinction), 
A.  W^  S.  Christie,  R.  E.  Collins,  A.  P.  Coskey,  W.  J.  Crow,  John 
Dalgleish,  T.  G.  B.  Dodds,  Charles  Douglas,  J.  L.  Duncan,  John 
Duncan,  W.  A.  Duncan.  William  Eggeling,  O.  J.  Evans,  J.  W. 
Falconer,  A.  H.  Firth,  M.A.  (with  distinction),  G.  A.  Forrest, 

E.  C.  Gimson,  E.  M.  Glanville,  M.  D.  Gulland,  James  Halliday, 
William  Hamilton,  N.  C.  R.  Hansen,  A.  W.  Hauman,  P.  J.  Hay, 
L.  A.  Holcroft,  A.  R.  Johnston,  M.A.,  Edgar  Jones,  W.  Lands- 
borough,  P.  V.  Longmore,  A.  R.  Khan  Lauddie,  E.  W.  Lewis, 
Isabella  Logie,  H.  E.  M*Cloghry,  H.  K.  Macdonald,  Alexander 
M'Ewan,  Wilfrid  M'Farlane,  N.  F.  MacHardy,  F.  D.  S.  Mackenzie, 
M.  E.  Mackenzie,  William  M*Lachlan,  L.  A.  MacMunn,  George 
M'Neil,  R.  H.  Martin,  A.  F.  G.  Masson.  E.  C.  C.  Maunsell,  Peter 
Murray  (with  distinction),  William  Murray,  J.  F.  Orr,  J.  L 
Palmer,  D.  E.  S.  Park,  T.  B.  Paterson,  W.  S.  Patton,  J.  G. 
Peebles,  J.  H.  H.  Pirrie,  B.Sc,  L.  T.  Price,  F.  L.  Rigby,  R.  A.  C. 
Rigby,  W.  A.  Robinson,  Reginald  Rorie,  Laurence  Rundall, 
T.  A.  Smyth,  H.  L.  Spark  (with  distinction),  W.  C.  Speirs, 
A.  J.  de  Spiganovicz,  M.  M.  Stevenson,  I.  S.  Stewart,  John 
Sullivan,  H.  P.  Thompson,  T.  L.  Thomson,  P.  S.  Tillard,  W.  L 
Trafford,  A.  R.  Wallis,  H.  E.  Wareham,  Ada  Wilkinson,  David 
Young.  R.  T.  Young. 

Third  Professional, — Henry  Alexander,  E.  M.  Anderson, 
W.  L.  G.  Anderson,  A.  A.  Ayton,  J.  H.  M.  Bell,  L.  N.  Biggs, 
J.  S.  Bostock,  J.  M.  Benson.  Ewen  Cameron,  S.  M.  D.  Campbell, 
Leonard  Crossley,  G.  A.  Davidson  (with  distinction),  Archibald 
Dods,  J.  P.  Douglas,  B.  G.  Forman,  Charles  Eraser,  A.  W. 
Fuller,  Norman  Glegg,  J.  L.  Green,  G.  W.  Guthrie,  C.  E.  P. 
Husband,  William  Hutchison,  G.  R.  Laing,  T.  G.  S.  Leary, 
G.  H.  Lewis,  Elizabeth  M*Elney,  A.  F.  Mackay,  J.  G.  Mackenna, 
L.  A.  MacMunn,  Elizabeth  Macrory,  M.  M.  Meikle,  J.  A.  S. 
Mouat,  C.  E.  O'Connor,  Peterswald  Pattison,  C.  E.  Pepper, 
P.  C.  Rayner,  J.  L.  Rentoul,  L.  C.  P.  Ritchie,  C.  H.  Ritter, 
Richard  Rutherford.  R.  A.  Savage,  H.  O.  Smith,  J.  A.  Smith, 
C.  E.  Southon,  H.  M.  Speirs,  G.  H.  Steven,  F.  T.  Thompson, 
J.  P.  Thome,  John  Thornhill,  G.  R.  Turner,  K.  H.  H.  Uffmann, 
N.  N.  Wade,  A.  S.  Watson.  A.  J.  Williamson,  J.  H.  Wrightson, 
J.  C.  Zuidmeer. 
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University  of  Edinburgh— List  of  Candidates  who  received 
the  Degree  of  Doctor  of  Medicine,  and  the  Degrees 
of  Bachelor  of  Medicine  and  Master  in  Surgery  and 
Bachelor  of  Medicine  and  Bachelor  of  Surgery,  on 
Saturday,  29th  July  1899. 

THE  DEGREE  OF  DOCTOR  OF  MEDICINE, 

WITH  THE  TITLES  OF  THE  THESES. 

♦*•  Awarded  Gold  Medals  for  thtir  Theses. 
♦•  Highly  commended  for  their  Theses, 
•  Commended  for  their  Theses. 

*Bardswell,  Noel  Dean,  England,  M.B.,  CM.,  1895.     Foreign  Bodies  in  the 

Eye,  chiefly  in  relation  to  the  Sheffield  Metal  Industry. 
***Beesley,  Robert  William,  England,  M.B.,  CM.  (with  Second  Class  Honours), 

1894.     Menstruation  :  its  /Etiology  and  Relation  to  other  Vital  Functions. 
*Boyden,   Percy   Hamilton,    England,    M.B.,   CM.,    1890.      Framboesia  or 

Yaws :  with  special  reference  to  the  diagnosis  between  it  and  Syphilis. 

(/«  absentid. ) 
*BraDder,    Thomas    Lawrie,    Scotland,    M.B.,  CM.,    1888.      Elephantiasis 

Arabum. 
5        Briggs,  Robert  Warden,  England,  M.B.,  CM.  (with  Second  Class  Honours), 

1894.  Enuresis. 

*Caine,  Nathaniel,  England,  M.B.,  CM.,  1895.     The  Progressive  Muscular 

Dystrophies. 
*Calder,  William  Johnson,  Jamaica,  M.B.,  CM.,  1878.     A  new  method  of 

performing  the  operation  of  External  CEsophagotomy,  with  a  description 

of  the  **  (Esophagotite,"  an  instrument  for  the  extraction  of  foreign  Bodies 

from  the  (Esophagus.     {In  adsentid,) 
*CalIender,  Thomas  Marbhall,  Scotland,  M.B.,  CM.,  1886.     General  Dropsy 

of  the  Foetus. 
**Carruthers,  Samuel  W^illiam,  England,  M.B.,  CM.,  1889.     A  contribution 

to  the  mechanism  of  Articulate  Speech. 
10      *Coates,  John  Mandall,  Scotland,  ^ff.B.,  CM.,   1895.      Pneumonia  and  the 

Pneumococcus :  A  Clinical  study. 
*Cockburn.    Robert   Pitcairn,   Scotland,  M.B.,  CM.,   1891.     Digestive  De- 
rangements in  Infancy. 
*Crawford,  John  Hamilton,  Australia,  M.B.,  CM.,  1891.    Tables  of  Mortality 

for  the  City  of  Bradford,  with  mode  of  Construction  and  Analysis. 
Croll,   Andrew,   Scotland,   M.B.,   CM.,    1893.     Clinical  and   Pathological 

Observations    on    cases  of   Prostatic    Enlargement  (so    called)  with  its 

Complications ;  and  on  Carcinomata  of  the  Prostate  Gland,  simulating 

Enlargement,  with  incidental  remarks  on  treatment. 
•••Datto,   Dina  Nath   Prithu,    India,   M.B.,   CM.,    1885.      Bubonic   Plague. 

(/#*  obseniiA.) 
15       Dickin,  Edward  Percival,  England,  M.B.,  CM.,  1893.   Supernumerary  Digits. 
*Doherty,  Joseph  Dominie,  Australia,  M.B.,  CM.,  1897.     The  selection  of 

an  Anaesthetic. 
*Duncan,  John  Adamson  Honcv,  Scotland,  M.B.,  CM.,  1891.     Researches 

on   the  Normal  and  Pathological  Histology  of  Surface  Endothelium  as 

examined  by  the.  method  of  Superficial  Horizontal  Section. 
*Erskine,   William  John   Adams,   Scotland,    M.B.,    CM.,    1896.     Epileptic 

Insanity. 
Evans,  William,   England,    M.B.,  CM.,   1895.     The  Nature  of  Bronchial 

Asthma,  and  the  principles  of  its  treatment. 
20       Fahmy,  Ahmed,  Egypt,  M.B.,  CM.,  1886.     The  Geographical  Distribution, 

Etiology,  and  Treatment  of  Beri-Beri. 
'Forbes,  John  (M.A.,  B.Sc),  Scotland,  M.B.,  CM.  (with  First  Class  Honours), 

1895.  Recent  Researches  on  Leucocytosis,  with  special  reference  to  the 
so-called  Polynuclear  Neutrophile  form.     (In  absentid.) 
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**Fowler,  James  Stewart,  Scotland,  M.B.,  CM.  (with  Second  Class  Honours), 

1892.  The  Action  of  Red  Bone* Marrow  and  other  substances  on  the  re- 
generation of  the  Blood,  and  on  the  Splenic  Anaemia  of  Infancy. 

••Goldie,  William  Herbert,   New  Zealand,   M.B.,  CM.,    1897.     PolynesiMi 
Medical  Researches. 
Gordon,  Robert,  Ireland,  M.B.,  CM.,   1885.     Exophthalmic  Goitre,  with 
notes  of  seven  cases  and  their  treatment 
25      *Gow,  William  Baxter,  Scotland,  M.B.,  CM.,  1892.     An  Investigation  into 
the  relationship  between  Chronic  Renal  Disease  and  the  Condition  of 
excitement  and  depression  in  the  Insane. 
*Graham,  David  James,  Scotland,    M.B.,  CM.,  1895.     Oligoleucocythaemia 

(Leucopenia). 
Harvey,' James,  Scotland,  M.B.,  CM.,  1889.    Some  Disorders  of  the  Nenroos 
System  associated  with  Gestation  and  the  Puerperium. 
*Hawkins,  Francis  Henry,  England,  M.B.,  CM.,  1882.     Typhoid  Fever. 
Hermon,  James  Milne,  Scotland,  M.B.,  CM.,  1890.     Enteric  Fever. 
30  ***Herring,  Percy  Theodore,  England,  M.B.,  CM.  (with  First  Class  Honours), 
1896.    The  Malpighian  Bodies  of  the  Kidneys. 
**Hewai,    Matthew   Little,  South  Africa,   M.B.,  CM.,    1889.     The  Medical 

Folk- Lore  of  the  Bantu  Tribes. 
•Howard -Jones,  John  (D.Sc).   Wales,   M.B.,   CM.,    1890.      Epidemic  of 
Summer   Diarrhoea  in  Newport,   1897,  with  comparisons  witn  previous 
years,  and  with  the  experiences  of  the  **  33  Large  "  and  other  provincial 
towns  of  England  and  Wales  during  1897. 
Hulme,  John  Vernon,  England,  M.B.,  CM.,  1891.    Rickets  :  A  Consideration 
of  the  Symptoms,  Morbid  Anatomy,  and  Etiology. 
♦•Hutton,    David   Mount  (B.Sc),   England,    M.B.,   CM.,    1895.      Intestinal 
Myiasis  :  A  Historical,  Critical,  and  Experimental  Enquiry. 
35        Jones,   Thomas   Henry,   England,    M.B.,   CM.,    1894.     Typhoid  Fever  in 
Children. 
**Kruger,  Carel  Hendrik,  South  Africa,  M.B.,  CM.,  1896.     An  Experimental 
Research  on  the  Absorption  of  Phenol  by  the  Skin. 
Langschmidt,  Alexander  Ernest  George,  Cape  Colony,  M.B.,  CM.,  1884. 
The  Therapeutical   value  of  Mineral  Springs,    with    especial    reference 
to  the   Chalybeate  and  Thermal  Baths  at   Caledon,   South  Africa.     {In 
absenti&. ) 
Lewis,  Oswald  Richard,  England,  M.B.,  CM.,  1889.   Handwriting  in  Chorca. 
*Lisi,  George  Henry,  Scotland,  M.B.,  CM.,  1896.     Disturbances  in  Cardiac 
Action,  and  their  causes  and  symptoms. 
40  •♦•Macgregor,  Jessie  Maclaren,  Scotland,  M.B.,  CM.,  1896.     The  Comparative 
Anatomy  of  the  Eighth  Nerve. 
Macmillan,  John.  Scotland,  M.B.,  CM.,  1896.     Notification  of  Measles,  with 

several  cases  of  Lung  Complications  after  an  Epidemic. 
Macphail,  John   Finlayson   (M.A.),    Scotland,    M.B.,    CM.,    1894.      The 
Continuous  Administration  of  Nitrous  Oxide  and   Oxygen  for  Surgical 
Operations. 
Makgill,  Robert  Haldane,  Scotland.  M.B.,  CM.  (with  First  Class  Honours), 

1893.  Observations  on  Typhoid  Epidemics  in  Auckland,  New  Zealand, 
with  an  analysis  of  over  two  hundred  cases  in  which  the  Serum  Reaction 
was  tested.     {In  obsentiA,) 

^Malcolm,  John,  Scotland,  M.B.,  Ch.B.  (with  Second  Class  Honours),  1897. 
A  Contribution  to  our  knowledge  of  the  Specific  Granules  in  the  Cyto- 
plasm of  Leucocytes,  with  special  reference  to  the  action  of  Nucleic  Acid. 
45         Mapleton,    Henry   Banbury   (M.A.),    England,  M.B.,   CM.,    1894.     Rural 
Sanitation. 
Maxwell,    Raymond,   Tasmania,    M.B.,   CM.,    1892.      The    Treatment   of 
Continued  Fevers  by  Continued  Immersion.     {In  absentid,) 
*Moir.  David   Macbeth   (M.A.),  India,  M.B.,  CM.,  1895.     The  "Garter" 
Operation,   with   remarks  on   the   Etiology  and  treatment  of  Varix  and 
Varicose  Ulcers  of  the  Lower  Limbs. 
••*Munro,    William  John   (B.A.),   Australi.-i,   M.B.,    CM.,    1884.       Psoriasis, 
with  special  observations  concerning  its  Histopathology  and  /Etiology. 
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Munster,  Harold    Valdemar,    Australia,  M.6.,   CM.,    1894.       Progressive 

Bulbar  Paralysis,  complicated  by  Oculomotor  and  Spinal  Paralysis  involving 

the  Cervical  Region  cdf  the  Cord. 

50       Nash,  James  Thomas  Charles,  India,  M.6.,  CM.,  1886.     Modem  Bubonic 

Plague. 

Newall,  Andrew  (B.A.),  Scotland,  M.B.,  CM.,  1892.     Plumbism  or  Lead 

Poisoning. 
*01dmeadow,  Lloyd  John  Hollis,  Tasmania,  M.B.,  CM.,  1892.   The  treatment 
of  Typhoid  Fever  by  Immersion. 
Parkinson,   Thomas  Wright,   New  Zealand,   M.B.,    CM.,    1890.     Retro- 
pharyngeal Abscess. 
*Parsons,  John  Arthur,  England,  M.B.,  CM.,  1895.     Notes  on  the  Open-air 
or  Hygienic  treatment  of  Phthisis,  with  special  reference  to  the  Hina  Head 
district  of  Hampshire  as  a  Health  Resort  for  Consumptives. 
55      *Paton.  Robert  John,  India,  M.B.,  CM.,  1886.     Typhoid  Fever,  espe  allyin 
reference  to  its  /Etiology  as  illustrated  by  various  epidemics  occurring  in 
and  about  Newport,  Men.,  within  recent  years. 
Peck,  Herbert,  England,  M.B.,  CM.,  1896.     The  Frequency  of  Sick-room 
Infection  in  Typhoid  Fever. 
••Rainy,  Harry  (M.A.),  Scotland,  M.B.,  CM.  (with  First  Class  Honours), 
1 89 1.     Action  of  Toxic  Substances  on  Spinal  Stichochrome  Cells. 
Rau,  Malur  Srinivasa  (M.A.,  B.Sc),  India,  M.B.,  CM.,  1895.     The  Bacillus 
Pestis  Bubonicoe  :  A  Bacteriological  study,     (in  obsentiA.) 
••Riach,     William,     Scotland,     M.B.,     CM.,     1894.       The    Causation    of 
Epidemic  Diarrhoea. 
60    ••Ritchie,  William  Thomas,  Scotland,  M.B.,  CM.,  1896.     The  Bacteriology  of 
Bronchitis. 
Rutherford,  William  Archibald,  England,  M.B.,  CM.,  1893.     The  Surgical 
Treatment  of  Enlarged  Prostate. 
•'Scotland,  David  Wilson,  India,  M.B.,  CM.  (with  Second  Class  Honours), 
1886.     An  Account  of  a  recent  Outbreak  of  Plague  in  the  Hardwar 
Municipal  Union  and  adjacent  villages,  and  of  the  measures  successfully 
adopted  for  its  suppression. 
Sharpe,    William   Cecil,   England,    M.B.,  CM.,   1890.     Cold   and  Heat  as 
Therapeutic  Agents :  their  practical  application  and  value  in  some  Patho- 
logical Conditions. 
••Sinclwr,  Arthur  Henry  Havens,  Scotland,  M.B.,  CM.,  1893.     Detachment 
of  the  Retina,  with  Notes  on  an  Experimental  Research  in  the  artificial 
production  of  detachment,  and  in  a  method  for  the  application  of  Fibrinogen 
as  a  therapeutic  agent. 
65      'Stuart,  Thomas,  England,  M.B.,  CM.,  1895.     A  study  of  Rheumatism  and 
its  allied  Affections. 
••.Sydenham,  Frederick  William,  England,  M.B.,  CM.,   1893.     Sixty  years' 
Tuberculosis  in  Walsall  Sub- Registration  District. 
Talent,  John   William,   England,   M.B.,   CM.,    1886.     The   treatment  of 

Respiratory  Affections  by  the  Intra-tracheal  Injection  of  Drugs. 
•Thomson,  Thomas  James,  Scotland,  M.B.,  CM.,  1893.     "^^^  present  position 
of  Ringworm  and  Alopecia  Areata. 
Watthews,  Herbert,  England,  M.B.,  CM.,  1889.     Notes  of  three  cases  of 
Puerperal    £k:lampsia,    with    a    short    account    of    the    Causation    and 
Treatment 
70       ♦•Williamson,  Alfred  Maxwell  (B.Sc),  Scotland,  M.B.,  CM.,  1888.     An 
Enquiry  into  the  Infectivity  of  Tuberculous  Meat,  together  with  an  Enquiry 
into  the  method  of  Tuberculous   Meat   Inspection    adopted  in    Public 
Abattoirs,  and  a  Criticism  of  the  Reports  of  the  Royal  Commission  on 
Tuberculosis. 
Wilson,  Robert  Appleton,  England,  M.B.,  CM.,  1888.   Ten  years'  mortality 

in  Rubery  Hill  Asylum.     An  Analysis  of  338  Cases. 
Yule,  George  Pratt  (B.Sc),  Scotland,  M.B.,  CM.,  1894.     The  Diagnosis  of 
Intestinal  Perforation  in  T)rphoid  Fever. 
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THE  DEGREES  OF  BACHELOR  OF  MEDICINE  AND  MASTER 

IN  SURGERY. 

Brown,  John,  Scotland.  Hughes,  Dunbar  Bovell  Berkeley,  British  West  Indies. 
Inglis,  Elsie  Maud,  Scotland.  M'Adam,  David  Jackson,  Scotland.  Marshall, 
Marion  Balfour,  Scotland.  Merwe,  Izaak  Johannes  van  der,  Cape  Colony. 
Owen,  Arthur  Lloyd,  Wales.  Sayba,  Aneesa,  Syria.  Stuart,  Esther  Molyneux, 
England.     Thomson,  Emily  Charlotte,  Scotland.     White,  Addie,  Scotland. 


THE  DEGREES  OF  BACHELOR  OF  MEDICINE  AND 
BACHELOR  OF  SURGERY. 

Small  Capitals  indicate  that  the  Cattdidate  has  passed  the  Examinations 

with  First » Class  Honours, 

Italics  indicates  that  the  Candidate  has  passed  the  ExamimUions  with 

Second-Class  Honours, 

Aird,  I  vie,  Scotland.     Alcindor,  John,   Trinidad.     Alexander,   Tina    M*Colloch, 
Scotland.     Baird,  William  Joseph,  England.     Balck,  Charles  Augustus  John 
Albert,  Germany.    Barclay,  William  John  (B.  A.),  New  Zealand.    Barnardo, 
Frederick  Adolphus   Fleming  (M.A.),    England.     Bashford,   Ernest   Frands, 
England.      Bell,    John    Grenville,    Australia.      Bodington,    Percival    James, 
England.     Boreham,  Herbert  William,  England.     Brogden,  George  Alexander, 
England.     Bromley,  William  John  Dale,  England.     Brown,  Edward  Archer, 
South  Africa.     Brown,  George  Herbert  James,  India.     Bruce,  Robert,  Scotland. 
Buist,   James   Martin,   Scotland.      {In  absentid.)      Callender,   David   Albert, 
Scotland.      Carlisle,   Henry  George,   England.      Carr,  John  Cecil,   En^nd. 
Carthew,  Morden,  Scotland.     {In  cdfsenttd,)    Chesney,  Lilian  Mary,  England. 
Clark,   Clement   Somerton,    England.     Coghlan,    Harold    Edward,   England. 
Collinson,  Walter  Julius,  Guernsey.    Comrie,  John  Dixon  (M.A.,  B.Sc), 
Scotland.     Courtney,  Bertram  Joseph,  England.     Dalziel,  Robert  M'Lauchlan, 
India.     Darling,   William  (M.A.),  Scotland.     Dawkins,   Sydney  Letts,  Aus- 
tralia.    Djedjizian,  Yervant  Alexander  (B.A.),  Turkey.     Eutart^  David,  New 
Zealand.     Ewart,  William,  New  Zealand.     E3rton- Williams,  William  R^[inald, 
England.     Fasson,   Robert   Robertson,   Scotland.     Faulkner,  Hugh,  Ireland. 
Ferrier,    David,  Scotland.     Ford,  Ernest  George,  England.     Fordyce,   Alex- 
ander Russell,  Scotland.      Galbraith,  Jantes  John,   Scotland.     George,  Alex- 
ander,   Beith    (M.A.),    Scotland.     Gilmer,    Hamilton    Andrew   Hugh,    New 
Zealand.     Goldsmith,   Bridson  Kermode,   England.     Gordon,  John  Hilston, 
Scotland.     Gomall,   Thomas  Beard  wood,    England.      Gray,   Francis  Joseph, 
Scotland.     Gribbon,  St  Leger  Hugh,  New  ^aland.     Griffith,  Alfred  Hume, 
England.     Haddow,   George,   Scotland.      Hampton,   Percy  William,   Isle  of 
Man.     Hathaway,    Frank   John,    England.     Hay,    George    Gray,    Scotland. 
Heath,  Arthur  Cecil,  England.     Henderson,  Patrick  Hagart,  Scotland.     Her- 
bert,  William    Edward,   New  Zealand.     Hermon,   Irvine  Kempt,   Scotland. 
Holland,    Henry    Tristram,    England.     Holmes,    Arthur    Marson,    England. 
Husband,  James,  Scotland.     Hutchison,  Alice  Marion,  Scotland.    Jeuk,  John 
Gray,    Scotland.      James,    Walter    Timothy,    Wales.      Jardim,    Raymondo 
Femandes,  British  Guiana.    Jeffrey,  John,  Scotland.    Jones.  William  James, 
Wales.     Kerr,  John  Wishart,  Scotland.     King,  David  Barty  (M.A.),  Scotland. 
Laing,  George  Davidson,  England.     Lessing,  Louis  Stephanus,  South  Africa. 
Livingstone,  Thomas  Hillhouse,  England.     Loch,  Ernest  Archibald,  Scotland. 
Louis,    Jean    L^n,    Mauritius.      LUckhoff,    James,    Cape    Colony.      Lyon, 
George,   Scotland.     Macdonald,  Elizabeth  Greer,  India.     Macdonald,  John 
Macrae  (M.A.),   Scotland.     MacDonald,  Peter  Hay,   Scotland.     Macdonald, 
Philip  Norman  Mackay,  New  Zealand.     M*Farlan,  William  John  Morebead, 
Scotland.    McGregor,  John,  Scotland.     M*Gregory  Kobina,  Scotland.     Mackay, 
William  Murray,  England.     M'Kelvie,  Maxwell,  Scotland.     Mackenzie,  Harry 
Malcolm^  Scotland.     {In  absentid,)    Mackenzie,  Theodore  Charles,  Scotland. 
Maclagan,   Patrick  Alexander,   Scotland.       Maclagan-Wedderbum,   Laurence 


Scottish  Medical  News  255 

Craigie,  Scotland.  M'Lareo,  Thomas  Dick,  Scotland.  M'Leavy,  George 
Carlisle,  Ireland.  Macpherson,  Louis  William,  Scotland.  Martin,  Arthur 
Graham,  Ireland.  Martm,  Ernest  William,  England.  Martin,  James  Fitz- 
Gerald,  Ireland.  Massey,  Ruth,  England.  Afasson^  James  (M.A.,  B.Sc), 
Scotland.  Mathewson,  James  William  (B.Sc),  Scotland.  Melhuish,  Edward 
Turner,  New  Zealand.  Menzies,  Edward  Gordon  Dewar,  Scotland.  Menzies, 
Frederick  Norton,  Wales.  Menzies,  George  Henderson  (M.A.),  Scotland. 
Miller^  Janus  (B.Sc),  Scotland.  Mitchell,  John  Gunn,  Scotland.  Moore, 
Hubert  Andrew  David,  Singapore.  Munro,  James  Ramsay,  England.  Murray, 
James  Alexander  (B.Sc),  Scotland.  Murray,  William  Ansley  (B.A.),  South 
Africa.  Nankervis,  Arthur  Wellesley,  Australia.  Neethling,  Andries  Chris- 
toffeU  Cape  Colony.  Oates,  Tennyson  Percy,  Cape  Colony.  Orr,  James, 
Scotland.  Orr,  Thomas  Stewart  Allan,  Scotland.  Park,  William  (M.A.), 
Scotland.  Parry,  Francis  Mardon,  India.  Paul^  William  Moncreiff  ]^,K\ 
Scotland.  Peebles,  Alexander  Spalding  Mackie,  Scotland.  Pcill,  Ernest 
John,  England.  Preston,  Arthur,  England.  Price,  Thomas  Arthur, 
Australia.  Pringle,  Robert  Norman,  Cape  Colony.  Pritchard,  Sydney  Clifford, 
England.  Reid,  James  Martin,  Scotland.  Reid,  William  (M.A.),  Scotland. 
Robertson,  Charles  Moir,  Mexico.  Robinson,  Alfred  Arthur,  Trinidad. 
Rogerson,  Thomas,  Scotland.  Rowe^  Robert  Morison  (M.A.),  Scotland. 
Sh^,  Archibald  Bisset,  Scotland.  Simpson,  Sutherland  (B.Sc),  Scotland. 
Slater,  Alan  Butler,  England.  Sorapure,  Victor  Edgar,  Jamaica.  Southall, 
Stephen,  England.  Sproat,  Harry  Bird,  Scotland.  Stracey,  Bernard,  Scotland. 
Sluar/t  Williavi  Janus  (M.A.).  Scotland.  Thorn,  William  Wood,  Scotland. 
Thomas,  George  Nathaniel  William,  England.  Thompson,  John  Andrew,  Scot- 
land. Thompson,  William  George,  Ireland.  Thomson,  George,  Scotland. 
Thomson,  Robert  Grcig,  Scotland.  Traill,  Alexander  Kirk,  Scotland.  Tumbull, 
Robert  Brown,  Scotland.  Tweedie,  Alexander,  Scotland.  Vartan,  Charles  Samuel, 
Palestine.  Walker,  Norman  Dunbar,  England.  Watson,  Charles  Henry 
James  (B.A.),  South  Africa.  Watson,  Charles  Heron  (M.A.),  Scotland. 
Whittome,  Arthur,  England.  Whyte,  Angus,  Scotland.  Whytock,  Alfred 
Stuart  (M.A.),  Scotland.  Wilson,  Hector  Douglas,  Australia.  Wood,  Andrew 
Hamilton,  Scotland.     Young,  Edward  M*Killop,  Scotland. 


THESIS  GOLD  MEDALLISTS. 

Robert  William  Beesley,  M.  D. 
Dina  Nath  Prithu  Datta,  M.D. 
Percy  Theodore  Herring,  M  D. 
Jessie  Maclaren  MacGregor,  M.D. 
John  Malcolm,  M.D. 
William  John  Munro,  M.D. 

The  Eltles  Scholarship  has  been  awarded  to  William  John  Barclay,  B.A.,   M.B., 

Ch.B. 
The  Beaney  Prize  in  Anatomy  and  Surgery  has  been  awarded  to  Arthur  Preston, 

M.B.,  Ch.B. 
The  Synu   Surgical  Fellowship   has  been   awarded    to   Carel    Hendrik    Kruger, 

M.D.,  CM. 
The  Goodsir  Memorial  Fellowship  has  been  awarded  to  Percy  Theodore  Herring, 

M.D.,  CM. 
The  Mouat  Scholarship  in  Practice  of  Physic  has  been  awarded  to  John  Jeffrey, 

M.B.,  Ch.B. 
The  Murchison  Memorial  Scholarship  in  Clinical  Medicvu  has  been  awarded  to 

Alfred  Charles  Sandstein,  M.B.,  Ch.B. 
The  Gunning  Victoria  Jubilee  Prize  in  Zoology  has  been  awarded  to  James  Peter 

Hill,  B.Sc 
The  Gunning  Victoria  Jubilee  Priu  in  Pathology  has  been  awarded  to  William 

Thomas  Ritchie,  M.  D. ,  C  M. 
The  Patiison  Prize  in  Clinical  Surgery  has  been  awarded  to  Ernest  Francis  Bashford, 

M.B.,  Ch.B.,  Hubert  Dunbar  Shepherd— equal 


256  Obituary 

The  Buchanan  Scholarship  in  Gynecology  has  been  awarded  to  William  John  Barclty, 

B.A.,  M.B.,  Ch.B. 
1\i^  James  Scott  Scholarship  in  Midwifery  has  been  awarded  to  Frederick  Adolphus 

Fleming  Bamardo,  M.A.,  M.B.,  Ch.B. 
The   Cameron  Prize  in    Therapeutics  has  been  awarded   to   Major   David    Brace 

{R,A,M,C.)f  M.B.,  CM.,   Edin.,  for  his  discoveries  of  the  cause  of  Malta 

Fever  and  of  the  Tsetse  Disease,  and  the  great  value  of  these  discoveries  in 

their  prevention  and  treatment. 


John  Duncan,  LL.D.,  F.R.C.S.Ed. 

On  Friday  morning,  the  2Sth  of  August,  the  profession  in  and 
around  Edinburgh  was  stunned  by  the  announcement  in  the 
morning  papers,  that  John  Duncan  had  died  on  the  previous 
day  at  his  shooting  lodge,  Kinloch,  Skye.  We  shall  give  a 
detailed  notice  in  our  next  number.  Meanwhile  we  merely 
express  our  deep  grief,  and  our  sense  of  the  profound  loss 
which  his  death  is  to  the  profession  in  Edinburgh.  We  can 
ill  afford  to  lose  large-minded,  clear-headed  men  of  business 
faculty  in  whose  disinterestedness  their  contemporaries  believed. 
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General  Physiology:    An  Outline  of  the  Science  of  Life. 

By  Max  Verworn,  M.D.,  Ph.D.,  Professor  of  Physiology, 
Jena.  Translated  by  Frederick  S.  Lee,  Ph.D.,  Columbia 
University.  8vo,  pp.  615,  with  285  illustrations.  London: 
Macmillan  &  Co.,  Ltd.,  1899.     Price  15s.  net. 

For  the  ordinary  Student  of  Physiology  there  is  no  lack  of 
excellent  text-books,  both  elementary  and  advanced,  in  which 
he  will  find  the  most  recent  information  regarding  the  pheno- 
mena of  life,  especially  as  they  occur  in  the  human  subject 
The  elaborate  treatises  by  Foster  and  Schafer,  and  the  smaller 
works  of  Stewart,  Waller,  and  Kirkes,  leave  little  to  be  desired, 
especially  when  a  degree  in  medicine  is  the  goal  to  be  reached ; 
but  none  of  these  works,  excellent  though  they  be,  enter  at  all 
fully  into  the  subject  of  General  Physiology  as  it  occurs  both  in 
plants  and  animals,  and  it  is  here  that  the  book  before  us  meets 
a  widely  felt  want  Professor  Lee  deserves  the  thanks  of  those 
who  desire  to  approach  the  subject  from  the  broader  basis  of 
biology  and  cell-physiology,  for  making  Professor  Verwom's 
work  accessible  to  English  readers. 

Coming  from   the  University  of  Jena,  with   its  record  of 
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brilliant  biological  research,  high  anticipations  would  naturally 
be  formed  of  its  merit ;  and  if  none  of  those  striking  generalisa- 
tions and  deductions  with  which  Haeckel  excited  scientific 
thought  everywhere  appear  in  this  Outline  of  the  Science  of 
Life,  yet  the  work  is  one  which  has  been  recognised  as  of 
unusual  breadth  and  suggestiveness,  bearing  the  impress  of 
scientific  inquiry,  and  carrying  conviction  both  by  the  number 
and  logical  sequence  of  its  facts. 

The  work  is  divided  into  six  chapters  of  which  the  first  deals 
with  the  aims,  methods,  and  history  of  physiological  research  ; 
and  in  this  account  of  the  early  notions  of  life,  it  is  singular 
to  meet  with  ideas  which  after  more  than  two  thousand  years 
have  again  become*  current,  and  are  reckoned  among  the  most 
important  foundations  of  the  present  science  of  life.  Amongst 
early  philosophers  who  held  advanced  views  on  these  subjects 
was  Empedocles  (504  B.C.),  who  taught  that  plants  appeared 
first,  then  the  lower  animals,  and  finally  men  were  developed 
by  a  process  of  perfection.  The  effective  principle  in  this  per- 
fecting process,  he  perceived  in  the  fact  that  ill-adapted  in- 
dividuals are  destroyed  in  the  struggle  for  life,  while  those  that 
are  capable  of  living  produce  off'-spring.  Darwin's  views  of 
descent  and  selection  were  thus  anticipated  more  than  two- 
thousand  years  ago  by  this  old  Greek  Savant. 

In  discussing  the  relation  of  Psychology  to  Physiology 
Verwom  refers  to  the  attempted  explanation  of  psychical  by 
physical  events,  and  comes  to  the  conclusion  that  the  actual 
problem  is  precisely  the  reverse.  It  consists  not  in  explaining 
psychical  by  physical  phenomena,  but  rather  in  reducing  to  its 
physical  elements  physical  like  all  other  psychical  phenomena, 
and  this  he  calls  Psycho-monism.  But  to  the  physiologist  who 
has  to  deal  with  the  facts  as  he  sees  them  manifested  in  the 
phenomena  of  life,  and  not  with  the  uncertain  shifting  ground 
of  metaphysical  speculation,  it  is  diflficult  to  accept  this  idea ; 
and  though  the  conception  of  dualism  cannot  be  maintained, 
physico-monism  affords  an  explanation  which  has  the  merit  of 
being  more  easily  intelligible.  The  brain-cell  is  the  substratum 
and  local  habitation  from  which  all  psychical  phenomena  are 
evolved,  and  it  is  possible  to  conceive  of  the  latter  as  energy 
or  molecular  motion  in  a  state  of  great  vibratory  rapidity, 
analogous,  in  this  way  to  light,  heat  and  sound.  This  view  is 
more  intelligible  than  that  a  mystical,  intangible,  and  im- 
ponderable metaphysical  entity,  without  definite  position  in 
space,  can,  apart  from  the  brain  cortex,  originate  and  dominate 
the  phenomena  of  the  physical  world. 

The  great  importance  of  the  study  of  vital  phenomena  as 
they  occur  in  the  cell  itself  is  emphasised  towards  the  close 
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of  this  chapter,  and  in  support  of  this  statement,  mention  is 
made  of  the  fact  that  the  problem  of  the  motion  of  the  heart, 
and  of  muscle  contraction,  resides  in  the  muscle-cell,  of  secretion 
in  the  gland-cell,  and  of  the  regulation  of  all  the  bodily  activities 
in  the  ganglion-cell.  He  expresses  disapproval  of  exclusively 
using  the  tissues  of  the  higher  vertebrates  for  investigating  cell 
function,  because  it  is  only  under  rare  and  exceptional  circum- 
stances that  they  can  be  employed  for  microscopical  experiments 
alive,  and  under  normal  conditions.  On  the  other  hand  the 
tissue  cells  of  many  invertebrates,  cold-blooded  animals,  or 
plants,  can  be  investigated  under  approximately  normal  condi- 
tions, and  especially  such  free  living  unicellular  bodies  as  the 
ProtestUy  which  he  says  seem  to  have  been  *  created  by  nature 
for  the  physiologist.  Of  all  living  things  they  have  the  invalu- 
able advantage  of  standing  nearest  the  first  and  simplest  forms 
of  life.  Hence  they  show,  in  the  simplest  and  most  primitive 
form,  many  vital  phenomena  which  by  special  adaptation  have 
developed  to  great  complexity  in  the  cells  of  the  higher 
organisms. 

Living  substance  is  dealt  with  in  Chapter  H.,  and  here  its 
morphology,  physical  and  chemical  composition,  are  dealt 
with  in  a  very  suggestive  and  original  manner.  Biitschli's 
striking  researches  on  the  structure  of  protoplasm,  and  his 
comparison  of  its  histological  appearance  to  the  finely  neti- 
culated  structure  of  artificially  produced  foam  substance,  are 
fully  described,  and  the  conclusion  reached  that  doubt  can 
no  longer  exist  that  the  problematical  fine  structure  of  the 
former  is  in  reality  foam  substance,  which  depends  upon  the 
presence,  within  a  uniform  ground  mass,  of  a  large  number 
of  extremely  fine  vacuoles.  These  lie  almost  at  the  limit  of 
microscopic  visibility,  and  so  close,  that  their  walls  consist  of 
relatively  thin  lamellae. 

In  referring  to  the  specific  gravity  of  living  substance  the 
interesting  observation  is  made  that  the  unicellular  organisms 
may  actively  rise  or  sink  in  water,  according  as  they  retain, 
or  give  off  bubbles  of  COg,  which  is  produced  as  a  result  of 
their   metabolism. 

In  discussing  the  organic  elements  of  living  substances, 
Wendt  and  Preyer's  views  are  quoted.  These  observers  hold 
that  the  chemical  elements  have  been  developed  in  the  course 
of  the  earth's  history,  by  gradual  condensation  from  a  primitive 
element-hydrogen,  in  such  a  way,  that  those  having  a  higher 
atomic  weight  have  been  developed  from  those  having  a  lower, 
hydrogen  having  the  lowest,  being  the  origin  of  all  the  others. 

The  difference  between  living  and  lifeless  substance  he 
treats  of  under  two  aspects,  (i)  between  organisms  and  inorganic 
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substances,  and  (2)  between  living  and  dead  organisms,  and 
comes  to  the  conclusion  that  a  fundamental  contrast  in  the 
first  case  does  not  exist,  but  that  organisms  are  characterised 
by  the  possession  of  certain  highly  complex  chemical  com- 
pounds, especially  proteids. 

The  distinction  between  living  and  lifeless  organisms  is 
dealt  with  in  an  interesting  and  suggestive  manner.  He  refers 
to  the  belief  which  seems  to  have  existed  for  a  long  time  in 
India,  that  many  men,  especially  fakirs,  have  the  remarkable 
power  of  voluntarily  putting  a  complete  stop  to  their  lives  for 
a  time,  and  later  resuming  them  undisturbed  and  unchanged. 
He  quotes  a  remarkable  case  recorded  by  James  Braid,  surgeon, 
whose  observations  on  mesmerism  are  well-known.  At  the 
Palace  of  Runjeet  Singh — a  square  building  which  had  in  the 
centre  a  closed  room,  a  fakir  who  had  voluntarily  put  himself 
into  a  lifeless  condition,  was  afterwards  sewed  up  in  a  sack  and 
walled  in,  the  single  door  of  the  room  having  been  sealed  with 
the  private  seal  of  Runjeet  In  order  to  exclude  all  fraud, 
Runjeet,  who  was  not  himself  a  believer  in  the  wonderful 
powers  of  the  fakir,  had  established  a  cordon  of  his  own  body- 
guard round  the  building;  and  in  front  of  the  latter  four 
sentinels  were  stationed  who  were  relieved  every  two  hours, 
and  were  continually  watched.  Under  these  conditions  the 
fakir  remained  in  his  grave  for  six  weeks,  when  the  building 
was  opened  in  the  presence  of  Runjeet  Singh,  and  the  seal 
and  all  the  walls  were  found  uninjured.  In  the  dark  room, 
which  was  examined  with  a  light,  the  sack  containing  the 
fakir  lay  in  a  locked  box  which  was  provided  with  a  seal, 
also  uninjured.  The  sack  which  presented  a  mildewed  appear- 
ance was  opened,  and  the  crouching  form  of  the  fakir  taken 
out.  The  body  was  perfectly  stiff.  A  physician  who  was 
present  found  that  nowhere  on  the  body  was  a  trace  of  a 
pulse-beat  evident.  In  the  meantime,  the  servant  of  the  fakir 
poured  warm  water  over  the  head,  and  laid  a  hot  cake  on  the 
top  of  his  head,  removed  the  wax  with  which  the  ears  and 
nostrils  had  been  stopped,  forcibly  opened  the  teeth  with  a  knife, 
drew  forward  the  tongue  which  was  bent  backwards  and 
repeatedly  sprang  back  again  into  its  position,  and  rubbed  the 
closed  eyes  with  butter.  Soon  the  fakir  began  to  open  his  eyes, 
the  body  began  to  twitch  convulsively,  the  nostrils  were  dilated, 
the  skin,  heretofore  stiff  and  wrinkled,  assumed  gradually  its 
normal  fulness,  and  in  a  few  minutes  later  the  fakir  opened  his 
lips,  and  in  a  feeble  voice  asked  Runjeet  Singh,  "  Do  you  now 
believe  me  V 

An  analogous  case  is  reported  from  Dublin,  where  Dr  Cheyne, 
a  physician  well  known  in  scientific  circles,  narrates  of  a  Colonel 
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Townsend  **  that  he  could  die  or  expire  when  he  pleased,  and 
yet  by  an  effort,  or  somehow  come  to  life  again." 

While  tales  of  Indian  fakirs  are  calculated  to  excite  distrust, 
and  impostors  trade  on  the  credulous  for  purposes  of  gain,  the 
fact  remains  attested  by  well  authenticated  cases,  that  certain 
men  can  voluntarily  put  themselves  into  a  state  in  which  no 
vital  phenomena  are  demonstrable  by  more  or  less  careful 
examinations,  and  can  awake  later  to  normal  life.  In  this 
connection  the  hybernation  of  animals  must  be  mentioned,  and 
also  the  observation  of  Leeuwenhoek  that  in  the  dust  of  houses 
and  towns  animalcules  exist  which  are  capable  of  drying  up 
completely,  without  losing  the  power  of  awaking  to  active  life 
upon  being  moistened  with  rain  water. 

These  rather  remarkable  observations  may  throw  a  side 
light  on  those  melancholy  cases  which  hospital  physicians  are 
occasionally  called  upon  to  treat,  where  the  patient  has  made 
up  his  mind  to  die  after  the  lapse  of  a  certain  period ;  and 
though,  by  careful  examination,  no  cause  can  be  discovered 
for  such  a  prognosis,  death  actually  does  follow  as  predicted. 

Elementary  vital  phenomena  are  discussed  in  Chapter  III., 
and  under  this  term  are  included  metabolism,  form,  change, 
and  transformation  of  energy.  This  is  perhaps  the  most  in- 
teresting Chapter  in  the  book,  and  the  wealth  of  detailed 
observation  and  experiment  adduced  in  support  of  the  views 
promulgated,  cannot  fail  to  impress  the  reader  with  the  broad 
conception  Professor  Verwom  has  taken  of  his  subject  In 
doing  so  he  is  never  dull,  and  his  views  on  such  questions  as 
food  stuffs,  digestion  assimilation,  secretions,  and  the  various 
modes  of  motion,  are  presented  in  such  a  form  as  to  be  interest- 
ing alike  to  the  student  of  medicine,  biology,  or  science. 

Some  qualification  ought  perhaps  to  be  made  to  the  state- 
ment that  of  all  organic  substances,  proteids  alone  are  in- 
dispensable to  the  nutrition  of  animals.  This  is  true  in  the 
sense  that  some  animals,  e,g.  carnivora,  live  exclusively  on 
proteids;  yet  in  India  and  Ceylon  the  Coolie  labourer  does 
a  large  amount  of  severe  muscular  labour,  on  a  dietary  in 
which  it  forms  an  extremely  small  part,  and  in  ordinary  life 
at  home  it  does  not  constitute  by  any  means  the  largest  share 
of  the  food  of  the  population.  Nor  will  physiologists  be  disposed 
to  agree  with  what  is  stated  regarding  the  source  of  carbonic 
acid.  After  referring  to  the  various  transformation  products  of 
proteids  which  include  fat,  carbohydrates,  and  lactic  acid,  the 
author  states  that  Cog  is  derived  from  the  decomposition  of 
proteids,  and  not  from  that  of  non- nitrogenous  substances.  That 
its  origin  is  largely  from  the  latter  class  of  food  stuffs  is  how- 
ever one  of  the  elementary  facts  of  physiological  knowledge. 
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Doubt  is  also  thrown  on  the  prevailing  belief  that  the  nitrogen 
excreted  in  the  urine  is  a  measure  of  the  proteid  transformation 
in  the  tissues,  and  the  ingenious  and  original  suggestion  is  made, 
that  all  nitrogenous  cleavage  products  of  the  proteid  molecule 
do  not  leave  the  body,  but  that  they  are  built  up  again  syntheti- 
cally into  proteid,  with  the  aid  of  new  non-nitrogenous  groups 
of  atoms.    The  theory  is  an  ingenious  one,  but  lacks  confirmation. 

In  dealing  with  the  phenomena  of  changes  of  form,  a  concise 
account  is  given  of  Phylogenesis  or  racial  development,  and 
Ontogenesis  or  the  germinal  development  of  the  individual,  and 
the  generalisation  of  Haeckel  is  quoted  which  goes  to  show  that 
germinal  development  is  an  abbreviated  recapitulation  of  racial 
development. 

The  question  of  the  inheritance  of  acquired  characteristics  is 
also  referred  to,  and  the  views  of  Darwin  and  Haeckel  on  the 
one  hand,  and  of  Weismann  on  the  other,  are  fully  discussed. 

The  different  forms  of  Energy^  e.g,  chemical,  molecular, 
thermal,  photic,  etc.,  and  the  various  kinds  of  motion  in  organ- 
isms, are  described  and  explained  in  a  scientific  and  interest- 
ing manner,  but  space  does  not  admit  of  their  being  further 
referred  to. 

The  general  conditions  of  life  are  discussed  in  Chapter  IV., 
and  here  it  is  stated  that  we  ought  to  familiarise  ourselves  with 
the  thought  of  living  substance,  not  as  being  something  mystical 
which  has  no  connection  with,  and  stands  in  contrast  to  all  other 
substances,  but  as  a  part  of  the  matter  which  constitutes  the 
earth's  crust.  Under  conditions  of  life  fall  to  be  discussed  such 
factors  as  food,  water,  oxygen,  temperature,  etc. ;  and  with 
reference  to  the  first  of  these  it  has  been  proved  from  observa- 
tions made  on  fasting  men  that  under  favourable  circumstances, 
a  healthy  man  can  exist  at  least  thirty  days  without  food.  It 
has  also  been  shown  that  the  different  tissues  share  in  the  loss 
of  body  weight  in  different  degrees.  This  is  indicated  by  the 
interesting  observation  of  Miescher  Rusch,  who  found  that  when 
salmon  migrate  from  the  sea  up  the  Rhine,  they  are  strong  and 
muscular,  and  in  good  nutritive  condition.  During  their  stay  of 
six  to  nine  months  in  the  river,  their  muscles,  especially  those 
of  the  back,  decrease  enormously,  whilst  the  sexual  organs  de- 
velop largely.  Verwom  here  shows  that  the  work  done  in 
the  Laboratory  of  the  Edinburgh  Royal  College  of  Physicians 
on  this  subject,  had  to  a  certain  extent  been  anticipated  in 
Germany. 

In  dealing  with  the  fundamental  importance  of  oxygen  for 
the  existence  of  life,  he  refers  to  those  bacteria  which  can  con- 
tinue to  live  in  the  complete  absence  of  oxygen,  and  hence 
termed  anaerobic,  e.g,  the  bacteria  of  symptomatic  anthtax  and 
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tetanus.  The  suggestion  is  made  however,  that  they  withdraw 
oxygen  from  the  salts  of  the  alkah'es  which  occur  in  their  media, 
for  when  brought  into  contact  with  air  they  show  an  unusual 
affinity  for  that  gas. 

The  theories  of  the  origin  of  life  upon  t/te  earth  are  also  fully 
discussed  in  this  chapter,  and  may  be  summarised  as  those  of 

(i)  Spontaneous  generation ; 

(2)  Cosmozoa ; 

(3)  Pneyer's  continuity  of  Life  theory ; 

(4)  Pfliiger's  theory,  to  which  the  author  seems  inclined  to 

give  a  modified  acceptance. 

From  a  consideration  of  the  facts  of  palaeontology,  com- 
parative anatomy,  and  embryology,  Verworn  concludes  that 
existing  organisms  are  derived  in  an  uninterrupted  descent 
from  the  first  living  substance  that  originated  from  lifeless 
substance. 

But  here  objection  may  properly  be  urged  against  the  state- 
ment that  the  first  living  substance  so  originated.  Although 
Pfliiger  endeavours  to  show  that  the  compounds  of  cyanogen, 
which  were  present  when  the  earth's  surface  was  still  incan- 
descent, were  forced  into  co-relation  with  various  compounds  of 
carbon,  and  that  these  again  entering  into  chemical  relations 
with  the  water  (and  its  dissolved  salts  and  gases),  gave  origin 
to  living  proteid  ;  but  it  is  almost  inconceivable  that  protoplasm 
as  we  see  it  in  the  amoeba,  could  exist  in  this  physical  state. 
For  it  has  been  shown  that  cyanogen  can  only  arise  in  an  in- 
candescent heat,  and  if  its  compounds  are  brought  into  relation 
with  water  and  its  salts  and  gases  at  such  a  high  temperature, 
no  proteid  matter  could  possibly  escape  coagulation  and  heat 
rigour,  and  it  would  therefore  become  unavailable  for  the  origin 
and  support  of  any  living  substance. 

Stimuli  and  their  actions,  and  the  mechanism  of  life  which 
form  the  subjects  of  the  two  concluding  chapters,  are  dealt  with 
in  an  equally  original  and  suggestive  manner,  but  the  length  of 
this  notice  precludes  further  reference  to  them  at  any  length. 

Under  the  phenomena  of  excitation  and  depression,  the 
curious  suggestion  is  brought  forward  that  ganglion  cells  possess 
the  power  of  amoeboid  motion,  their  dendrites  being  able  to 
shorten  and  lengthen.  Demoor's  observations  are  referred  to, 
where  under  the  influence  of  morphine  and  certain  stimuli, 
distinct  phenomena  of  contraction  can  be  observed  in  the 
dendrites  of  the  ganglion  cells  or  neurons,  that  correspond  ex- 
actly to  those  phenomena  which  strong  stimuli  produce  in  the 
branched  pseudopodial  filaments  of  rhizopoda. 

It  is  difficult  to  refrain  from  making  allusion  to  the  effects 
of    unilateral    stimulation    as    exemplified    in    chemotaxis  (a 


New  Books  and  New  Editions  26  j 

subject  which  the  author  has  made  his  own),  barotaxis,  etc.,. 
but  perhaps  enough  has  been  written  to  show  the  wide  scope 
and  great  suggestiveness  of  this  work ;  and  Professor  Verworn 
is  to  be  congratulated  on  having  produced  a  book  which  must 
be  considered  a  standard  authority  on  the  subject  of  which 
it  treats. 

Professor  Lee  also  deserves  much  praise  for  the  lucid  and 
admirable  manner  in  which  the  translation  has  been  made. 


A  System  of  Medicine.  By  Many  Writers,  edited  by  Thomas 
Clifford  Allbutt,  M.A.,  M.D.,  LL.D.,  F.R.S.  Volume  VI. 
8vo,  pp.  944,  with  4  plates  and  illustrations  in  the  text. 
London :  Macmillan  &  Co.,  Limited.     1899.     Price  25s.  net. 

This  volume  opens  with  the  concluding  chapters  on  Diseases 
of  the  Circulatory  Organs.  Dr  Newton  Pitt  deals  with  right- 
sided  valvular  disease  in  a  fairly  satisfactory  manner.  The 
interesting  question  of  pulmonary  diastolic  murmur  has  its  true 
place  assigned  to  it,  although  more  might  have  been  made  of 
the  fact  that  it  is  so  comparatively  rare  even  when  there  is 
undoubted  heightened  tension  and  dilatation  in  the  vessel. 
He  accepts  the  pulsation  in  the  2nd  and  3rd  left  spaces  in 
mitral  stenosis  as  caused  by  the  infundibulum  and  pulmonary 
artery,  but  amongst  the  authorities  quoted  there  is  no  mention 
of  the  member  of  the  Edinburgh  School  who  first  proved  this 
in  opposition  to  the  views  of  Naunyn  and  Balfour.  Under 
Physical  Signs  an  unusually  accurate  description  is  given  of 
tricuspid  systolic  murmur,  but  two  pages  further  on,  under 
diagnosis^  it  is  emasculated  by  the  ordinary  and  inaccurate 
teaching  of  "  the  three  cardinal  symptoms — systolic  epigastric 
bruit,  systolic  venous  pulsation,  and  a  feeble  second  pulmonary 
sound."  There  continues  to  be  a  curious  hesitancy  in  ac- 
cepting and  teaching  the  indications  present  regarding  the 
right  side  of  the  heart  which  are  so  apparent  when  the.  organ 
is  examined  in  position  after  death. 

Sir  R.  Douglas  Poweirs  chapter  on  Angina  Pectoris  is  a 
masterly  production.  He  insists  with  great  power  that  the 
essential  factor  in  the  majority  of  cases  is  disturbed  cardio- 
vascular innervation  ;  with  his  description  and  etiology  we 
entirely  concur,  while  at  the  same  time  we  think  the  essentials 
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are  obscured  by  naming  it  from  the  side  of  the  nerve  influence 
on  heart  and  vessels  and  not  from  the  side  of  the  toxins 
which  act  on  the  nerve  centres  and  produce  the  spasm.  In 
fact  we  are  not  aware  that  it  has  been  satisfactorily  shown 
that  these  act  from  the  centre  and  not  rather  from  the 
periphery.  With  regard  to  the  doctrine  of  angina  being  a 
neuralgia  or  a  neuritis,  he  says :  "  if  we  descend  to  the  con- 
sideration of  facts,  there  are  few  observations  in  favour  of 
angina  being  a  cardiac  neurosis." 

Dr  F.  T.  Roberts  contributes  a  valuable  chapter  on  Diseases 
of  the  Mediastinum  and  Thymus  Gland.  He  discusses  with 
great  fairness  the  diagnosis  of  this  difficult  group  of  conditions, 
and  the  perusal  of  this  chapter  will  be  found  suggestive  and 
helpful. 

Two  elaborate  chapters  follow  on  Thrombosis  and  on 
Embolism   from  the  pen  of  Professor  Welch. 

Dr  Mott  deals  with  Arterial  Degenerations  and  Diseases  in 
a  chapter  of  modest  length  when  compared  with  some  of  the 
chapters  in  the  volume  and  the  subjects  of  which  they  treat 
As  he  says,  "  The  name  arterio-sclerosis  is  applied  rather  loosely 
to  a  thickening  of  the  vessel  wall "  ;  and  we  are  disappointed 
that  he  does  not,  as  it  seems  to  us,  bring  the  question  into 
ordered  relation  to  the  prevalent  knowledge.  Is  the  prac- 
titioner henceforth  to  understand  that  the  old-fashioned 
atheroma  has  become  the  new-fashioned  arterio-sclerosis,  with 
something  else  thrown  in  ?  This  at  one  place  appears  to  be 
the  writer's  position  ;  but  then  if  we  turn  to  the  definition  of 
arterio-sclerosis,  we  find  it  "  a  local  or  general  thickening  of  the 
arterial  wall,  with  loss  of  elasticity,  occasioned  mainly  by  fibrous 
overgrowth  of  the  tunica  intima,  secondary  and  proportional  to 
weakening  of  the  muscular  and  elastic  elements  of  the  media." 
This  is  Thoma's  conception  ;  but  is  this  Dr  Mott's  conception 
of  atheroma?  and  yet  atheroma  is  included  under  the  same 
heading  and  in  this  description.  On  the  other  hand,  all  arterial 
thickening  does  not  seem  to  be  included,  for  syphilitic  endar- 
teritis has  a  separate  place  ;  and  yet  syphilis  is  one  of  the 
pregnant  causes  of  arterio-sclerosis.  There  is  assuredly  con- 
fusion, and  it  seems  to  us  great  anatomical  inaccuracy.  At 
the  same  time,  the  clinical  description  of  a  diffuse  arterial  de- 
generation is  admirable  ;  and,  in  fact,  the  whole  so  marks  the 
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writer  to  be  a  man  of  pathological  and  clinical  experience  that 
he  might  have  made  his  own  definitions,  and  a  classification 
that  would  bring  the  old  knowledge  and  the  newer  conception 
into  harmony. 

The  scholarly  chapter  on  Aneurysm  of  the  Aorta  is  by  Sir 
W.  T.  Gairdner,  no  one  in  Britain  being  more  entitled  or  more 
fitted  to  pen  it. 

The  section  concludes  with  chapters  on  Aneurysms  of 
Arteries  in  the  Abdomen  and  Diseases  of  the  Lymphatic 
Vessels  by  Dr  Rolleston. 

The  next  section  treats  of  Diseases  of  Muscles,  and  em- 
braces chapters  on  Myositis,  Myotinia  Congenita,  Idiopathic 
Muscular  Atrophy  and  Hypertrophy,  and  Facial  Hemiatrophy 
and  Hemihypertrophy. 

The  concluding  section  contains  the  opening  chapters  on 
Diseases  of  the  Nervous  System.  The  first  is  an  admirably 
lucid  chapter  on  the  General  Pathology  of  the  Nervous  System 
by  Dr  Bevan  Lewis,  in  which  the  more  recent  advances  in  our 
knowledge  of  the  minute  changes  in  the  nervous  system  are 
succinctly  and  intelligibly  set  forth.  This  is  followed  by  an 
equally  admirable  chapter  on  Tremor,  Tendon-Phenomenon, 
and  Spasm  by  Drs  Sherrington  and  Sharkey.  Chapters  on 
the  Trophoneuroses,  Diseases  of  the  Nerves,  and  Diseases  of 
the  Spine  complete  this  volume. 


Selected  Papers  on  Stone,  Prostate  and  other  Urinary 
Disorders.  By  Reginald  Harrison,  F.R.C.S.,  Surgeon  to 
St  Peter's  Hospital,  &c.  8vo,  pp.  190,  15  illustrations.  London: 
J.  &  A.  Churchill.     1899.     Price  5s. 

The  articles  collected  in  the  present  volume  have  appeared  in 
various  journals,  transactions  and  other  periodicals  since  1893, 
and  reflect  the  writer's  opinions  on  those  points  in  the  surgery 
of  the  urinary  organs  which  have  bulked  largely  in  the  mind 
of  the  profession  during  recent  years. 

In  the  first  paper  the  author  sheds  a  parting  tear  over  the 
rapidly  disappearing  operation  of  lateral  cystotomy  for  stone 
and  other  bladder  conditions,  although  he  confesses  that  he 
"is  not  disposed  to  find  fault  with  the  substitution  of  the 
suprapubic  operation "  for  its  older  rival. 


266  New  Books  and  New  Editions 

In  discussing  the  surgery  of  stone  in  the  bladder,  Mr 
Harrison  tabulates  loi  cases  of  litholapaxy  performed  by 
him  during  the  period  between  1890  and  1897.  He  claims 
that  this  operation  may  be  classed  with  the  "  minor  "  operations 
of  surgery.  This  we  scarcely  admit  when  we  find  that,  even  in 
Mr  Harrison's  skilful  and  experienced  hands,  it  has  a  mortality 
of  six  per  cent.  This  is  too  high  a  death-rate  for  a  **  minor" 
operation.  In  twenty-three  of  his  patients  the  operation  had 
to  be  repeated  at  least  once,  and  in  some  as  often  as  five,  six, 
or  even  ten  times,  a  circumstance  which  we  think  must  count 
against  it  in  competition  with  the  cutting  operations. 

The  important  r61e  played  by  enlarged  prostate  in  deter- 
mining the  re-formation  of  stone  in  the  bladder  after  operation 
is  duly  emphasised  ;  and  the  indications  for  perineal  lithotrit}^ 
are  clearly  and  convincingly  laid  down. 

The  author  is  an  advocate  for  vasectomy  as  against 
castration  in  cases  of  enlarged  prostate,  and  prefers  to  allow 
an  interval  of  at  least  seven  days  to  elapse  between  the 
resection   of  the  two  vasa. 

His  essay  on  "  Saccules  and  Pouches  of  the  Urinar}' 
Bladder "  is  full  of  interesting  and  useful  information  ;  and 
that  on  the  "Treatment  of  Albuminuria  by  Renipuncture " 
deserves  the  careful  attention  of  physicians  as  well  as  surgeons. 
It  seems  to  open  up  a  useful  field  for  surgical  intervention 
in  a  class  of  cases  where  purely  medical  treatment  is  of  but 
little  avail. 

Much  has  recently  been  written  on  the  bacteria  of  the 
bladder  in  their  relation  to  suppurative  conditions  in  the 
urinary  tract,  and  the  article  on  "  Some  Suppurations  of  the 
Urinary  Organs  '*  is  a  useful  contribution  to  this  subject 

The  author  has  not  much  to  add  that  is  new  on  the 
subject  of  "  Stricture  of  the  Urethra,'*  his  remarks  being  chiefly 
an  endorsement  of  some  of  Syme's  well-known  dicta.  The 
short  article  on  the  value  of  combined  external  and  internal 
urethrotomy  in  advanced  cases  of  stricture  is,  however,  well 
worthy  of  careful  perusal,  in  conjunction  with  that  which 
follows  on  acute  urine  fever.  Some  eminently  practical  "  Notes 
on  Haematuria  "  are  followed  by  useful  papers  on  distension  of 
the  bladder  by  haemorrhage,  pelvic  hydatids,  and  urethral 
irrigation. 
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Collections  of  previously  published  papers  have  so  often 
an  ancient  and  musty  flavour  that  there  is  a  prejudice  against 
them.  The  volume  before  us,  however,  exhibits  no  such 
character.  The  papers  are  all  of  present-day  interest,  and 
are  presented  in  a  manner  so  crisp  and  fresh  as  to  make 
their  reading  both  instructive  and  enjoyable. 


A  Class-book  of  Elementary  Practical  Physiology.  By  De 
Burgh  Birch,  M.D.,  CM.,  F.R.S.Edin.,  Professor  of  Physi- 
ology in  the  Yorkshire  College  of  the  Victoria  University. 
Post  8vo,  273  pp.,  with  62  illustrations.  London:  J.  &  A. 
Churchill.     1899.     Price  6s.  6d. 

A  Perusal  of  De  Burgh  Birch's  Class-book  of  Practical 
Physiology,  which  includes  Histology,  Chemical  Physiology  and 
Experimental  Physiology,  leads  one  to  the  conclusion  that  it 
is  remarkably  well  adapted  to  the  purpose  for  which  it  is  in- 
tended. Under  Histology  an  unusual  departure  has  been  made 
in  omitting  all  illustrations  of  the  tissues  and  organs  which 
the  student  has  placed  before  him.  This  course  is  adopted 
in  order  that  he  may  systematically  accustom  himself  to  practice 
drawing  from  the  preparation  itself,  and  so  be  led  to  form  his 
own  opinion  and  interpretation  of  what  he  sees. 

While  this  method  of  teaching  has  much  to  commend  it,  there 
is  considerable  likelihood  of  students  making  themselves  familiar 
beforehand,  from  other  sources,  with  the  recognized  histological 
appearances  of  their  sections,  and  so  become  influenced  in  their 
efforts  at  their  delineation.  The  chapters  on  the  use  of  the 
microscope,  the  various  modes  of  fixing  and  hardening  tissues, 
their  staining  and  section-cutting,  embedding  in  paraffin,  etc.,  are 
described  in  a  concise  and  accurate  manner,  and  in  accordance 
witli  the  most  recent  methods.  In  the  histology  of  nerve  cells 
it  is  noteworthy  that  no  mention  is  made  of  Nissl's  Granules, 
especially  when  the  microscopic  appearances  of  the  other  organs 
and  tissues  are  described  with  so  much  detail  and  accuracy  ;  and 
search  is  made  in  vain  for  any  reference  to  Centrosomes,  which 
now  find  a  place  in  the  most  recent  works  on  cell  structure, 
The  section  on  chemical  physiology  is  a  model  of  what  it 
ought  to  be  for  a  practical  class,  all  the  reactions  and  descrip- 
tions of  tests  being  fully,  but  very  succinctly  described. 

The  chapter  on  urine,  normal  and  abnormal,  is  an  excellent 
one;  but  it  is  a  question  whether  too  much  is  not  expected  of 
the  junior  student,  when  he  is  asked  to  estimate  the  total 
Nitrogen  in  urine,  by  Kjeldahrs  process,  however  distinctly  and 
accurately  described. 
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The  use  of  the  spectroscope  in  the  examination  of  blood  and 
urine  receives  its  proper  share  of  attention  in  this  work.  The 
experimental  section  is  perhaps  the  most  complete  in  the  book, 
and  the  author  has  done  wisely  in  treating  rather  fully  of  physio- 
logical instruments  and  their  employment  To  judge  from  the 
look  of  trepidation  on  the  faces  of  candidates  who  come  up  for 
examination  when  even  the  simplest  piece  of  apparatus  is  placed 
in  their  hands,  there  is  reason  to  doubt  if  practical  instruction 
in  this  department  has  received  the  attention  it  deserves.  The 
clear  illustrations  and  descriptions  given  by  Dr  de  Burgh  Birch 
of  those  most  generally  employed  in  physiological  experiments, 
especially  when  combined  with  work  in  the  laboratory,  will  do 
much  to  make  the  students*  difficulties  easier  in  this  directioa 
The  book  is  one  which  may  with  great  confidence  be  recom- 
mended to  the  student  of  practical  physiology. 


A  Clinical  Text-Book  of  Medical  Diagnosis  for  Phsrsicians 
and  Students.  By  Oswald  Vierordt,  M.D.,  Professor  of 
Medicine  at  the  University  of  Heidelberg;  Translated  by 
Frances  H.  Stuart,  A.M.,  M.D.,  Obstetrician  to  the  Brooklyn 
Hospital,  etc.  Fourth  American  Edition,  from  the  Fifth 
German,  revised  and  enlarged.  With  194  illustrations. 
Royal  8vo,  pp.  603.  London :  The  Rebman  Publishing  Com- 
pany, Ltd.     Price  24s. 

This  work  is  so  well-known  and  so  highly  esteemed  that  but 
few  words  are  required  in  bringing  this  new  edition  under  the 
notice  of  our  readers.  It  has  reached  a  fifth  edition  in  nine 
years  ;  and  the  American  edition  before  us  is  corrected  from 
the  last  German  one.  Changes  are  most  marked  in  the  sections 
devoted  to  the  examination  of  gastric  digestion  and  of  the 
nervous  system. 

To  those  who  are  not  personally  acquainted  with  this  work 
we  heartily  commend  it.  Amongst  works  on  medical  diagnosis 
there  need  be  no  hesitation  in  giving  it  a  front-rank  place,  and 
in  assuring  students  and  practitioners  that  they  would  do  well 
to  have  it  beside  them  for  study  and  reference.  In  one  im- 
portant department,  however,  it  falls  short  of  what  it  might  be. 
We  refer  to  the  chemical  methods  used  in  clinical  examina- 
tion :  there  is  for  instance  no  description  which  would  guide 
the  student  in  estimating  the  amount  of  urea  in  urine,  and  there 
are  other  important  omissions  in  the  section  dealing  with  the 
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urinary  system.  The  chemical  examination  of  the  stomach 
contents  is  also  far  from  full,  and  there  is  no  mention  of  re- 
agents, which  are  of  undoubted  practical  value  and  easy  of 
application. 

Much  of  the  teaching  on  percussion  and  other  physical 
methods  is  sound  ;  but  even  Vierordt  has  not  attained  to  that 
precision  in  determining  the  heart  and  liver  outlines,  not  to 
mention  others,  which  we  hold  is  attainable. 

Here  and  there  the  translator  lapses  into  American-English, 
which  we  still  have  to  acknowledge  is  ungrateful  to  our  senses. 


The  Elements  of  Vital  Statistics.  By  Arthur  Newsholme, 
M.D.  (Lend.),  F.R.C.P.,  Medical  Officer  of  Health  for  Brighton. 
Third  Edition,  cr.  8vo,  pp.  353.  London  :  Swan,  Sonnenschein 
&  Co.,  Ltd.     1899.     Price  7s.  6d.  nett. 

Dr  Arthur  Newsholme  has  almost  entirely  re-written  the 
third  edition  of  his  widely  read  manual.  The  subject  of  Vital 
Statistics  is  generally  considered  a  very  abstruse  and  difficult 
one,  and  certainly  in  its  higher  branches  it  requires  a  knowledge 
of  arithmetic  and  algebra  such  as  few  medical  men  have  leisure 
to  acquire.  The  elements  of  the  science  are,  however,  by  no 
means  beyond  the  grasp  of  ordinary  intelligence,  and  presented 
as  they  are  by  Dr  Newsholme  in  so  attractive  a  manner,  the 
study  of  Vital  Statistics  becomes  a  positive  pleasure. 

A  more  intimate  acquaintance  with  the  subject  of  statistics 
in  relation  to  medicine  than  is  gained  in  the  ordinary  medical 
curriculum  is  required  by  every  medical  officer  of  health,  and 
consequently  Dr  Newsholme*s  volume  is  one  which  has  already 
received  a  warm  appreciation  from  such.  In  this  new  and  im- 
proved edition  we  feel  sure  that  it  will  be  still  more  widely 
known. 

It  is  impossible  to  criticise  such  a  work,  as  it  is  made  up  of 
collections  of  facts  and  of  judicious  and  as  a  rule  useful  observa- 
tions on  these. 

We  note  that  Dr  Newsholme  is  in  favour  of  a  quinquennial 
census,  and  he  thinks  that  were  it  carried  out  the  expense  of 
each  enumeration  would  be  greatly  lessened.  Hitherto  the 
great  expense  (it  cost  ;^  18 5,000  for  the  census  returns  of  1881) 
has  militated  against  a  more  frequent  census. 
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As  showing  the  inclination  which  folks  have  for  a  town  life, 
it  is  shown  that  while  in  1801  for  every  100  persons  in  England 
and  Wales  there  were  1078  persons  in  London  ;  this  number 
had  increased  to  1452  in  189 1.  Dr  Ogle  is  quoted  as  saying 
that  this  is  a  necessary  consequence  of  the  rigidly  limited 
amount  of  land  available  for  agriculture,  and  the  practically 
unlimited  amount  of  material  available  for  manufacturing 
processes. 

Another  interesting  point  which  Dr  Newsholme  notes  is  the 
steady  decline  of  the  Irish  population  in  England,  it  having 
declined  by  18*5  per  cent,  between  1881  and  1891.  This 
decrease  was,  however,  associated  with  a  corresponding  decrease 
in  the  population  of  Ireland  itself  On  the  other  hand,  the 
Scotch  element  in  England  has  steadily  increased  from  65 
per  1000  in  1841  to  98  per  1000  of  the  total  population  of 
England  in  1881. 

The  mean  age  at  marriage  has  been  gradually  rising  since 
1873.  ^^  ^hat  year  the  marriage  rate  was  at  a  maximum  (it 
being  a  year  of  great  prosperity)  ;  the  mean  age  of  bachelors 
at  marriage  being  25*6  and  of  spinsters  24*2  years — the  lowest 
recorded  ages.  Since  then,  however,  the  mean  age  has  gradually 
risen,  the  figures  for  1895  being  the  highest  yet  recorded. 

As  regards  the  mortality  from  cancer,  the  author  concludes 
that  the  evidence  of  increase  in  cancer  mortality  is  altogether 
insufficient  and  that  such  increase  has  probably  not  occurred. 
The  increase  is,  he  thinks,  only  apparent  and  is  due  to  im- 
provement in  diagnosis  and  more  careful  certification  of  the 
causes  of  death. 

The  whole  volume  bristles  with  interesting  facts  such  as 
the  above,  and  we  can  cordially  recommend  the  book  to  our 
readers. 


Die  Anatomie  und  Behandlung  der  Geburtsstdningen  nach 

Antefixirung  des  Uterus  {The  Anatomy  and  Treatment 
of  Labour-Disturbances  after  Antefixation  of  the  Uterus),  By 
Dr  W.  RuHL.  Svo,  pp.  82,  with  15  illustrations.  Berlin: 
S.  Karger.     1897.     Price  2  Marks. 

Since  the  various    operations   which   have  as   their  aim  the 
artificial  and  permanent  replacement  of  the  prolapsed  or  retro- 
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verted  uterus  have  come  more  and  more  into  use,  it  has  become 
more  and  more  necessary  to  study  the  effect  of  the  replacement 
upon  subsequent  pregnancies.  This  is  especially  true  of  the 
antefixation  operations,  which  include  the  shortening  of  the 
round  ligaments  (Alexander- Adams  operation),  ventrifixation  of 
the  uterus,  and  vaginofixation  of  the  uterus.  It  is  with  this 
part  of  the  subject  that  Dr  W.  Riihl  deals  in  the  work  now 
under  review.  He  has  done  a  large  number  of  antefixations, 
he  has  been  able  to  watch  carefully  labour  in  cases  that  have 
previously  been  treated  by  antefixation,  and  he  has  read  widely 
on  the  subject.  The  result  is  an  interesting  and  valuable 
monograph. 

In  the  first  place,  the  normal  change  in  size  and  torsion  on 
its  transverse  axis  of  the  pregnant  uterus  are  described.  Then 
the  general  physiology  of  parturition  after  antefixation  of 
the  uterus  is  considered,  and  then  the  special  physiology  of  it 
after  the  Alexander  operation,  after  ventrifixation,  and  after 
vaginofixation  is  taken  up.  Riihl  shows  very  clearly  the 
results  of  antefixation — the  disturbed  torsion  of  the  uterus, 
the  high  position  of  the  cervix,  the  imperfect  development 
of  the  anterior  wall  of  the  uterus — and  the  consequences  of 
these  results  upon  the  mechanism  of  labour.  In  the  second 
part  of  the  book  the  treatment  of  these  disturbances  is  dealt 
with,  and  a  description  of  the  special  operation  of  anterior 
utero-vaginal  section  is  given.  The  diagrams  are  useful  in 
making  the  author's  points  clear. 


Introduction  to  Chemical  Methods  of  Clinical  Diagnosis. 

By  Dr  H.  Tappeiner.  Translated  from  the  German  Edition, 
with  an  Appendix  on  Micro-biological  Methods  of  Diagnosis, 
by  Edmond  J.  W.  VVheeney,  M.D.  i2mo,  pp.  152,  with 
22  illustrations.  London :  Longmans,  Green  &  Co.  1898. 
Price  3s.  6d. 

Chemical  and  Microscopical  Aids  to  Clinical  Diagnosis.    By 

Carstairs  C.  Douglas,  M.D.,  B.Sc.  Post  8vo,  pp.  258,  with 
33  illustrations.  Glasgow:  James  Maclehose  &  Sons.  1899. 
Price  4s.  6d.  net. 

It  is  seldom  that  such  a  very  concise  work  as  Dr  Tappliner's 
introduction  to  the  chemical  methods  of  clinical  diagnosis  can 
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be  recommended,  but  the  little  book  contains  a  very  good  and 
practical  account  of  the  different  methods  at  present  in  use,  and 
the  translator  has  added  an  appendix  which,  though  exception 
might  be  taken  to  some  of  the  statements,  should  increase  the 
value  of  the  little  book  to  the  student. 

Chemical  and  Microscopical  aids  to  diagnosis  is  intended  to 
give  the  student  a  practical  description  of  the  methods  used  in 
the  clinical  laboratory,  within  a  reasonable  compass.  No  doubt 
the  volume  may  be  of  use  to  the  student,  and  the  author  has 
taken  pains  to  bring  the  work  up  to  date. 


Dictionary  of  Bathing  Places,  Climatic  Health  Resorts, 
Mineral  Waters,  Sea  Baths,  and  Hydropathic  Estab- 
lishments. By  B.  Bradshaw.  i2mo,  pp.  372.  London: 
Kegan  Paul,  Trench,  Triibner  &  Co.,  Ltd.     1899.     Price  2s.  6d. 

This  excellent  guide  to  the  different  health  resorts  is  a  mine  of 
information,  useful  ahke  to  the  patient  and  the  practitioner, 
when  deciding  where  to  go  in  search  of  health.  The  work  is 
most  complete  ;  directions  for  travel  are  given,  an  account  of  the 
mineral  springs  and  the  constitution  of  the  waters,  the  special 
indications  for  a  visit  to  the  different  health  resorts,  with  a  list 
of  hotels,  doctors,  churches,  etc.  A  considerable  number  of 
maps  add  to  the  usefulness  of  the  volume,  which  must  be  in- 
valuable to  many  travellers. 


The  Treatment  of  Haemorrhoids  and  Rectal  Prolapse  by 
means  of  interstitial  injections.  By  Dudley  Wright, 
F.R.C.S.  Crown  8vo,  pp.  16.  London:  Henry  J.  Glaisher. 
1 89 1.     Price  IS.  net. 

This  small  pamphlet  is  a  plea  for  the  resuscitation  of  the 
coagulant  treatment  of  piles  by  interstitial  injections,  a  method 
which  the  author  thinks  owes  its  present  unpopularity  to  the 
fact  that  hitherto  the  substances  used  have  been  unnecessarily 
strong  and  irritating.  He  employs  Hoyts*  solution,  which  con- 
sists of  "  equal  parts  of  Pond's  extract  and  water,  to  which  is 
added  carbolic  acid  in  the  proportion  of  one  in  ten  parts."  So 
far  as  we  can  gather  from  the  evidence  before  us,  the  only  ad- 
vantage this  method  has  over  the  ligature  or  clamp  and  cautery, 
is  that  a  general  anaesthetic  is  not  required.  But  judging  from 
the  cases  quoted  the  treatment  is  a  prolonged  process  extending 
over  weeks  or  even  months,  which  may  or  may  not  be  an  ad- 
vantage according  to  the  point  of  view  from  which  it  is  con- 
sidered. 
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Tincture  of  Cantharides  in  Chronic  Parenchy- 
matous Nephritis. — In  the  Therapeutic  Gazette  for  May  1899, 
Dr  Julius  Salinger  strongly  recommends  tincture  of  cantharides 
in  parenchymatous  nephritis,  and  relates  several  cases  treated 
in  the  Philadelphia  Hospital  in  which  it  had  proved  very 
beneficial — of  which  the  following  are  examples  : — 

C.  W.,  aged  53,  one  week  before  admission  to  the  Hospital^ 
while  intoxicated  was  exposed  to  rain  and  became  very  much 
chilled.  His  body,  especially  the  lower  extremities,  began  to 
swell,  and  he  was  in  a  critical  condition  when  admitted  to  the 
ward.  His  feet  and  legs  were  enormously  swollen,  and  the 
anasarca  was  so  great  that  there  was  pitting  all  over  the  body 
upon  the  slightest  pressure.  The  second  aortic  sound  was 
greatly  accentuated,  and  the  lungs  were  filled  with  moist  riles. 
On  admission,  patient  was  passing  eleven  ounces  of  urine  in 
twenty-four  hours.  The  specific  gravity  was  1020,  colour  reddish^ 
no  sugar,  albumin  one-third  by  bulk;  Upon  microscopic  examina- 
tion, wide  and  narrow  hyaline  and  granular  casts  were  found  in 
abundance.  Having  had  some  experience  with  the  tincture  of 
cantharides,  Dr  Salinger  ordered  the  following  prescription  : 

Liquor.  Ferri  et  Ammonii  Acetatis,/5  ss. 
Tincture  Cantharidis,  1\  ii. 

Given  every  two  hours. 

The  kidneys  promptly  responded  to  these  measures. 

Three  weeks  after  admission  the  edema  had  all  disappeared* 
The  albumin  was  reduced  to  the  merest  trace.  No  tube-casts 
were  found  on  repeated  examinations.  He  was  passing  an 
average  of  seventy  ounces  of  urine  in  twenty-four  hours.  He 
was  discharged  from  the  hospital  in  good  physical  condition. 

Another  case  even  more  striking  is  the  following : — 

J.  R,  aged  39,  was  admitted  on  June  25,  1895.  He  had 
been  a  habitual  user  of  beer  and  whisky.  His  feet  and  legs 
were  greatly  swollen,  and  his  serous  cavities  showed  evidences 
of  effusion.  On  admission  patient  was  passing  from  ten  to 
thirteen  ounces  of  urine  in  twenty-four  hours,  specific  gravity 
varying  from  lOio  to  1020.  Albumin  one-eighth  by  bulk,  and 
hyaline  and  granular  casts  were  found  in  great  abundance. 
Patient's  diet  consisted  of  milk  alone.  He  was  given  the  same 
prescription  as  in  the  other  case.  The  dropsical  symptoms 
were  speedily  relieved,  and  in  one  week's  time  he  was  passing 
125  ounces  of  urine  daily.    On  July  25,  1895,  the  dropsy  had 
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all  disappeared.  He  had  been  up  and  about  the  ward  for  three 
weeks  and  was  feeling  comparatively  well.  His  urine  was 
normal,  and  no  albumin  could  be  found  in  it.  Dr  Salinger 
says,  "Many  more  cases  could  be  quoted,  showing  similar 
good  results.*' 

Powder  Blower  for  the  Stomach. — Max  Einhom  (iV.K. 

Med,  Jour,,  April  i,  1899)  makes  mention  of  an  apparatus  he  has 
devised  for  the  local  application  to  the  stomach  of  insoluble 
remedies  such  as  could  not  be  applied  by  the  spray  he  had 
previously  employed.  The  stomach  powder  blower  consists  of 
an  ordinary  not  too  flexible  rubber  tube  28^  inches  long,  the  distal 
end  of  which  connects  by  means  of  a  hard  rubber  piece  with  an 
air-suction  ball,  the  proximal  end  of  which  is  attached  to  a 
hard  rubber  piece.  The  latter  is  hollow  and  pierced  with 
several  small  openings  at  the  side  for  the  passage  of  air,  and 
provided  with  a  screw  thread  for  the  capsule.  The  capsule  has 
numerous  holes,  and  is  made  of  three  different  sizes  (3,  i\  and 
4  centimetres  long).  It  is  filled  with  the  necessary  quantity  of 
powder  by  means  of  a  very  small  spoon  and  is  then  screwed  on. 
This  method  is  carried  out  when  the  stomach  is  empty.  After 
the  tube  is  passed,  like  an  ordinary  stomach  tube,  the  ball  is 
compressed  several  times  in  quick  succession,  and  as  a  result  the 
powder  is  spread  over  the  gastric  mucous  membranes.  A  simple 
experiment  can  show  that  the  powder  is  uniformly  distributed, 
but  the  correctness  of  this  view  can  be  graphically  shown  by 
insufflating  the  stomach  with  bismuth  powder  and  exposing  the 
patient  to  the  X  rays,  when  on  examining  the  gastric  region  with 
the  fluoroscope  the  entire  stomach  is  visible  as  a  shadowy  figure. 
This  can  only  occur  if  the  bismuth  powder  covers  the  entire 
inner  lining  of  the  stomach.  Incidentally  reference  is  made  to 
the  apparent  value  of  an  X  ray  examination  of  the  stomach  with 
bismuth  powder  so  applied. 

Syphilis  and  the  Liver. — Adami  {N,  K  Med.Jour.,  April 
22,  1899)  makes  an  important  and  suggestive  statement  regard- 
ing syphilis  and  the  nature  of  its  manifestations  in  the  liver  in 
the  congenital  and  the  acquired  forms.  The  most  important 
fact  elucidated  by  this  study  of  the  hepatic  lesions  of  syphilis,  is 
that  from  the  anatomical  and  histological  point  of  view  no 
distinction  can  be  drawn  between  secondary  and  tertiary  syphilis. 
Such  a  distinction  is  useful  clinically,  but  a  hard  and  fast  line 
leads  not  infrequently  to  confusion.  The  most  that  can  be  laid 
down  is  that  in  syphih's  as  ordinarily  acquired  there  is  a  local  or 
tissue  predisposition,  so  that  certain  tissues  are  apt  to  be  more 
extensively  and  more  markedly  affected  than  others,  the  virus 
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multiplying  more  readily,  so  that  in  them  as  a  consequence  there 
is  an  earlier  and  more  pronounced  reaction.  While  this  is  the 
case  the  reaction  in  a  given  tissue  is  of  like  order,  be  the  period 
of  local  infection  early  or  late  ;  at  most  there  may  be  histologi- 
cal differences  caused  by  the  age  of  the  lesions  and  by  variation 
in  the  interaction  between  virus  and  tissue.  Where  the  tissues 
are  susceptible  and  the  virus  relatively  powerful  there  may  be 
generalised  tissue  disturbances  apart  from,  and  in  addition  to, 
the  granulomatous  developments  directly  caused  by  the  local 
proliferation  of  the  germs. 

The  broad  features  characterising  the  syphilitic  manifesta- 
tions in  the  infant's  liver  are  thus  summed  up : — 

1.  Syphilis  may  lead  either  to  granulomatous  deposits  in  the 
organ  or  to  interstitial  fibroid  changes. 

2.  The  specific  granulomata  may  be  present  either  in  the 
form  of  minute  multiple  miliary  gummata,  or  of  isolated  larger 
gummata  such  as  in  general  are  regarded  as  being  of  tertiary 
nature. 

3.  It  is  not  possible  to  regard  the  one  form  as  secondary,  the 
other  as  tertiary,  for  either  may  exist  with  cutaneous  dis- 
turbances of  the  secondary  type. 

4.  By  analogy,  the  interstitial  fibroid  change,  so  common  in 
infantile  syphilis,  would  appear  in  the  main  to  be  secondary  to  a 
degeneration  and  necrosis  of  the  hepatic  parenchyma,  induced 
by  the  action  of  the  toxines  of  the  syphilitic  virus  upon  the 
individual  liver  cells.     In  fact  it  is  developed  in  direct  associa- 
tion with  the  development  of  miliary  gummata.     In  acquired 
syphilis  it  is  more  difficult  to  determine  the  age  and  duration  of 
lesions,  but  there  is  evidence  enough  pointing  to  the  existence 
of  the  generalised  effects  of  syphilis  in  the  early  stage  of  its 
post-natal  development.     Gummatous  development  may  occur 
at  any  period  after  the  disease  has  become  generalised  through- 
out the  body.    The  same  lesions  are  to  be  met  with  in  the  adult 
liver  as  are  recognisable  in  the  organ  affected  by  ante-natal 
disease,  but  the  element  of  time  introduces  frequently  a  differ- 
ence and  appearances  not  seen  in  the  infantile  form.     Hence 
there  are  as  additional  forms  {a)  obsolescent  gummata  and  (p) 
obsolete.    There  is  also  the  predominance  of  focal  granulomatous 
changes  in  the  syphilis  of  adults  in  contrast  to  the  generalised 
fibrosis  prevailing  in  congenital  syphilis.     The  difference  would 
seem  to  find  its  explanation  in  the  younger  liver  cells  being 
more  susceptible  and  less  resistant  to  injuries  inflicted  by  toxic 
substances  ;  but  the  condition  is  altered  with  the  adult  cell,  as  a 
main  function  of  the  liver  is  to  eliminate  toxic  substances  from 
the  circulating   blood.     Thus  in   the   adult   there   is   not  the 
tendency  for  the  extreme  fibroid  change  to  manifest  itself  under 
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the  action  of  irritants  which  in  the  young  lead  to  the  production 
of  the  same.  While  the  changes  seen  in  the  adult  and  infantile 
syphilitic  livers  are  aetiologically  and  anatomically  identical, 
they  may  present  differences  due  in  part  to  their  relative  dura- 
tion, in  part  to  the  reactive  powers  of  the  hepatic  parenchyma 
at  different  life  periods. 

The  Antiseptic  Treatment  of  Typhoid  Fever.— A 

resum^  of  a  recent  lecture  on  typhoid  fever  by  Professor  Da 
Costa  is  given  by  Dr  Ellis  in  the  Medical  Age  for  25  th  April. 
In  this  it  appears  that  Professor  Da  Costa  has  found  great 
benefit  from  the  use  of  the  double  salt,  the  bimuriate  of  quinine 
and  urea,  as  also  from  Beta-naphthol  in  obstinate  or  persistent 
cases  of  enteric  fever.  He  related  one  case  where  the  tempera- 
ture rose  very  high  despite  frequent  cold  sponging,  and  where 
there  was  also  present  double  pneumonia;  12  grains  of  quinine 
had  been  given  daily  but  with  no  benefit.  This  double  salt  was, 
however,  injected  hypodermically  and  the  results  were  excellent. 
Neither  pain  nor  abscesses  were  formed.  Da  Costa  thinks  that 
this  drug  acts  best  in  cases  of  mixed  infection,  e.g.  mixture  of 
malarial  and  typhoid  infection.  In  other  cases  two  grains  of 
beta-naphthol  were  given  every  fourth  hour  along  with  two 
drachms  of  whisky  and  liquid  diet.  The  characteristic  sign 
that  this  drug  is  producing  its  effect  is  that  it  seems  to  disinfect 
the  stools  and  they  lose  their  odour  to  a  marked  extent.  The 
tendency  to  relapse  is  less  in  cases  where  this  drug  is  employed^ 
and  the  diarrhoea  is  also  lessened.  Da  Costa  has  used  salol  but 
finds  that  it  disturbs  the  kidneys  much  more  than  beta-naphthol, 
in  some  few  cases  even  producing  haematuria. 


Prolonged  Sleep  in  the  Treatment  of  Chorea.— 

Dr  Louis  Lichtschein  contributed  a  paper  on  this  subject  at  a 
recent  meeting  of  the  New  York  County  Medical  Association 
{Medical  Age,  March  25,  1899).  He  had  noted  that  the  move- 
ments in  chorea  generally  ceased  during  sleep,  and  therefore  it 
struck  him  that  cases  of  the  disease  might  be  cured  by  artificially 
produced  prolonged  sleep.  This  sleep  he  induced  in  three  cases 
by  giving  large  doses  of  chloral.  In  one  case  the  patient  was 
kept  asleep  for  three  weeks,  receiving  in  that  period  160  grammes 
of  the  drug.  The  chorea  was  controlled  during  this  period,  and 
the  patient  gained  twenty  pounds  in  weight.  There  is  little 
danger  of  any  deleterious  effect  on  the  heart,  as  the  sleep  ought 
not  to  be  too  profound,  but  only  sufficient  to  keep  the  patient 
quiet,  and  to  allow  him  to  respond  when  spoken  to  loudly. 
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Diabetes    Mellitus   quickly    following    Mumps. — 

Dr  Harris  describes  an  interesting  case  of  this  rare  causal 
condition  {Boston  Medical  and  Surgical  Journal^  May  i8th). 
The  patient  was  a  farmer  aged  forty-two  who,  one  month  after 
an  attack  of  mumps,  began  to  suffer  from  symptoms  of  diabetes. 
A  shght  degree  of  salivation  was  also  present.  The  symptoms 
of  the  disease  became  gradually  very  marked  in  character.  The 
author  was  able  to  set  up  a  degree  of  glycosuria  in  a  dog  after 
removing  all  its  salivary  glands.  In  all  probability  a  pancrea- 
titis had  been  set  up  in  the  above  patient  as  a  result  of  the 
mumps  and  also  inflammation  of  the  salivary  glands.  In  one 
case  of  diabetes  where  the  pancreas  was  examined  microscopic- 
ally, the  interlobular  connective  tissue  had  undergone  a  great 
increase ;  in  some  parts  to  such  an  extent  as  to  destroy  all  the 
acini  of  a  lobule.  The  excretory  ducts  suffer  also,  being  greatly 
reduced  in  size  and  distorted.  On  account  of  the  close  resem- 
blance in  structure  between  the  salivary  glands  and  the  pancreas, 
it  would  seem  probable  that  a  general  disease  like  mumps,  which 
causes  changes  in  the  one  would  at  times  likewise  produce 
alterations  in  the  other.  Although  there  is  no  well  authenti- 
cated case  of  pancreatitis  having  followed  mumps,  there  is  at 
least  a  suspicion  of  it  having  done  so.  If  inflammatory  changes 
have  once  been  set  up  in  the  pancreas,  they  may  remain  per- 
manently, serious  functional  disorder  thus  ensuing. 

Disturbed  functional  activity  of  the  pancreas,  if  marked; 
probably  in  all  cases  leads  to  diabetes.  Alterations  in  the 
pancreas  and  salivary  glands,  which  are  in  every  way  similar, 
occur  in  at  least  some  cases  of  diabetes.  These  alterations  are 
apparently  produced  by  some  general  cause  which  acts  on  all  of 
the  glands  belonging  to  this  particular  group. 
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A  Case  of  Trophic  Disturbances  in  the  Skin,  Nails 
AND  Bones  of  a  Foot  from  Nerve  Lesion  (Hans  Hirschfeld, 
Fortschritte  der  Medicin,  June  7,  1899). — While  trophic  disturb- 
ances are  a  common  result  of  nerve  lesions,  it  rarely  occurs  that 
they  are  the  only  symptom.  Such  cases  have  been  recorded 
by  Weir  Mitchell,  and  in  Hirschfeld's  case  there  were  marked 
trophic  changes  while  motion  and  sensation  were  intact.  As 
the  result  of  an  incised  wound  on  the  dorsum  of  the  left  foot, 
received  in  boyhood,  the  patient,  age  75,  had  marked  trophic 
changes  in  that  foot :  the  toes  were  much  smaller,  certain  of 
the  bones  were  defective,  the  nails  were  almost  entirely  absent 
and  the  skin  was  thin  and  glossy ;  there  was  no  change  in 
motion,  sensation  or  electrical  excitability. 
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Such  cases  show  that  trophic  disturbances — whether  produced 
by  lesion  of  special  "trophic"  nerves  or  of  vasomotor  nerves- 
may  occur  independently  of  motor  and  sensory  changes,  and 
therefore  are  due  to  implication  of  nerve  fibres  other  than  those 
subserving  motion  and  sensation. 


A  Case  of  Tumour   of    the    Hypophysis  without 

Acromegaly  (C.  W.  Burr  and  D.  Riesmann,  Journal  of 
Nervous  and  Mental  Disease^  January  1899,  p.  20). — The  patient 
was  a  woman,  age  43,  whose  sole  subjective  symptom  was 
blindness,  which  came  on  several  years  before  death.  She  was 
found  to  have  well-marked  post-neuritic  atrophy  in  both  eyes ; 
mentally,  she  was  usually  dull  and  listless,  but  sometimes 
obscenely  witty ;  there  was  some  rigidity  of  the  legs,  especially 
the  right,  the  knee-jerks  were  exaggerated  and  there  was  right 
ankle  clonus  ;  the  sense  of  smell  could  not  be  accurately  deter- 
mined ;  she  had  several  attacks  of  sudden  coma ;  there  were  no 
acromegalic  changes ;  she  died  in  coma. 

The  autopsy  showed  a  lemon-sized  tumour  of  the  pituitary 
body — a  spindle-celled  sarcoma;  remnants  of  the  pituitary 
were  still  present. 

The  authors  discuss  the  arguments  for  and  against  the 
generally  accepted  view  that  acromegaly  is  due  to  disease  of 
the  pituitary  body,  and  they  "feel  justified  in  believing  that 
acromegaly  is  caused  by  disease  of  the  hypophysis,  and  that  for 
its  production  the  lesion  must  be  complete'' 

The  fact  that  many  cases  of  disease  of  the  hypophysis  have 
occurred  without  any  signs  of  acromegaly  is,  they  believe,  due 
to  incomplete  destruction  of  the  glandular  part  of  the  organ  in 
these  cases  ;  as  in  the  case  of  the  thyroid  gland,  only  a  small 
part  of  the  pituitary  may  be  enough  to  do  the  work  of  the 
whole. 


On  the  relations  of   Infantile  Spinal  Paralysis 
TO  Spinal  Diseases  of  Later  Life  (W.  Hirsch,  Jour,  of 

Nerv,  and  Mental  Disease,  May  1899,  p.  269). — While  the  ulti- 
mate prognosis  in  infantile  spinal  paralysis  is  in  the  great 
majority  of  cases  quite  favourable,  it  is  well  to  remember  that  it 
may  form  the  starting  point  for  spinal  diseases  in  later  life. 
Hirsch  finds  in  literature  nine  such  cases,  in  all  of  which  the 
clinical  diagnosis  of  progressive  muscular  atrophy  could  be  made 
— there  was  no  autopsy  in  any  case.  So  the  symptoms  of 
lateral  sclerosis  (Gowers),  muscular  dystrophy  (Cassirer),  pro- 
fessional atrophic  paresis  (Oppenheim),  have  been  noted  in  old 
cases  of  infantile  paralysis. 

We  must  therefore  recognise  that  there  does  exist  some  pre- 
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disposition  to  fresh  disease  in  the  cord  of  the  subject  of  old  infan- 
tile paralysis.  What  the  exact  relationship  of  the  old  to  the  new 
disease  is,  is  uncertain.  Hirsch  quotes  three  views  that  have  been 
advanced  :  one,  that  the  old  lesion  enfeebled  the  cord  and  made 
it  a  locus  minoris  resistentiae^  so  that  on  any  occasion  it  might 
become  susceptible  to  further  disease :  another,  held  by  Charcot, 
that  both  diseases  are  only  different  periods  of  one  and  the  same 
pathological  process — both  being  the  expression  of  a  certain 
disposition  to  disease  of  the  ganglionic  cells  of  the  anterior 
horn :  the  third  view,  that  the  old  scar  in  the  grey  matter  of 
the  anterior  horns  formed  a  latent  but  permanent  inflammatory 
focus,  which  at  any  time  might  light  up  afresh  and  cause  a  new 
set  of  symptoms. 

Hirsch  records  an  original  case  with  autopsy.      The  patient 

was  a  man,  age  forty-five :  at  the  age  of  two,  he  had  an  attack 

of  infantile  spinal  paralysis,  which  left  behind  a  marked  atrophic 

palsy  of  the  left  shoulder  and  upper  arm.     Otherwise,  he  was  in 

perfect  health  up  to  the  age  of  forty-two,  when  his  left  leg,  and^ 

some  time  later,  his  right  leg,  began  to  get  gradually  stiffer  and 

weaker.     When  seen  at  the  age  of  forty-five  his  legs  were  in  a 

marked  condition  of  spastic  paraplegia:  there  were  no  sensory 

or  vesical  disturbances :  there  was  marked  atrophy  of  some  of 

the  muscles  of  the  trunk  and  of  the  right  shoulder  muscles,  with 

reaction   of  degeneration.      The  cranial   nerves   were   normal, 

except  that  the  tongue  was  slightly  atrophied,  and  there  was  a 

marked  masseter  reflex.     The  patient  lived  for  two  years  after 

this  date ;  during  that  time,  the  spastic  condition  of  the  legs 

gradually  increased  until  finally  they  were  rigidly  flexed  and 

adducted :  there  were  very  severe  shooting  pains  in  both  legs : 

the  paralysis  of  both  arms   gradually  increased  and  became 

complete,  except  that  the  movements  of  the  right  hand  were 

unimpaired  and  there  was  some  slight  flexion  of  the  left  fingers. 

Bladder  function   and   sensation   remained   intact   throughout. 

For  two  months  before  death,  there  was  difficulty  in  swallowing. 

Intra  vitam,  the  diagnosis  was  amyotrophic  lateral  sclerosis : 
the  clinical  course  {v,  above)  led  Hirsch  to  the  interesting  con- 
clusion that  the  pathological  process  of  the  later  disease  started 
from  the  site  of  the  old  scar  of  the  anterior  poliomyelitis  (viz. 
the  left  anterior  horn  of  the  cervical  region  of  the  cord),  and 
spread  thence  first  to  the  left  pyramidal  tract  close  by  and  then 
to  the  right  anterior  horn  and  right  pyramidal  tract.  This 
conclusion  was  confirmed  by  microscopical  examination  of  the 
cord,  the  result  of  which  is  given  and  figured  in  detail.  At 
almost  every  level  of  the  cord  there  was  marked  sclerosis  of  the 
white  substance  and  atrophy  of  the  cells  of  the  grey  matter. 
The  sclerosis,  however,  did  not  follow  any  systemic  paths,  and 
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this  fact,  together  with  the  nature  of  the  anatomical  process 
itself — evidently  primary  proliferation  of  connective  tissue  and 
secondary  implication  of  nerve  tissue — lead  our  author  to  the 
conclusion  that  this  was  a  case,  not  of  amyotrophic  lateral 
sclerosis,  but  of  interstitial  myelitis,  probably  of  vascular  origin. 
He  thinks  that  the  relationship  of  the  infantile  paralysis  to  the 
later  disease  in  this  case  would  be  explained  by  the  third  theory 
mentioned  above,  viz.,  that  the  old  scar  produced  by  the  inflam- 
matory process  in  the  grey  matter  of  the  anterior  horns  formed 
a  latent  but  permanent  inflanlmatory  focus,  which  at  any  time 
might  light  up  afresh  and  cause  a  new  set  of  symptoms. 

The  paper  ends  with  some  interesting  remarks  on  the  deduc- 
tions to  be  drawn  from  this  case  as  to  the  functions  of  the  cells 
of  the  spinal  cord  at  particular  levels. 

The  case  recorded  by  Hirsch  is  of  special  value  as  being  the 
first  on  record  which  shows,  by  actual  microscopical  examina- 
tion, the  true  nature  of  the  pathological  process  at  the  root  of  a 
spinal  atrophic  palsy,  occurring  in  the  later  life  of  the  subject 
of  old  infantile  paralysis.  It  has  also  a  special  clinical  interest, 
as  exemplifying  the  extreme  difficulty  of  distinguishing,  by 
clinical  symptoms  alone,  between  a  systemic  disease  (such  as 
amyotrophic  lateral  sclerosis)  and  a  myelitis.  It  may  be,  as 
Hirsch  says,  that  "a  myelitis  might  possibly  simulate  any 
neuron  {i,€.  systemic)  disease."  More  significance,  perhaps, 
ought  to  have  been  attached  to  the  prominence  and  severity  of 
the  shooting  pains  in  the  legs  in  the  later  stages  of  the  disease. 
Hirsch's  remark  that,  while  these  pains  do  not  belong  to 
amyotrophic  lateral  sclerosis,  they  "  could  be  explained  some- 
how or  other  by  the  muscular  contractures  or  some  complica- 
tion "  is  rather  indefinite  and  insufficient. 


Agraphia. — A  case  of  Brain  tumour  at  the  base  of  the 
second  left  frontal  convolution  (with  autopsy). 

One  of  the  most  important  clinical  contributions  that  have 
been  made  to  the  literature  of  Agraphia  appears  in  the 
American  Journal  of  the  Medical  Sciences  for  May  1899,  by 
Dr  Gordinier,  Troy,  •  N.Y. — A  patient  37  years  of  age  had 
enjoyed  good  health  till  Christmas  1897,  when  she  began  to  fail 
in  strength,  had  attacks  of  vertigo  without  falling  and  un- 
attended by  nausea  or  vomiting.  Soon  afterwards  severe  frontal 
and  occipital  headaches  appeared  with  occasional  attacks  of  vomit- 
ing. In  March  1898  her  sight  began  to  fail,  and  she  could  not 
read  print  without  the  use  of  glasses.  She  had  also  some 
numbness  in  her  right  arm.  She  was  seen  on  April  5,  1898. 
The  head  was  well  formed,  there  was  no  appearance  or  history 
of  injury  to  it,  no  tenderness  on  percussion.     The  pupils  were 
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equally  and  moderately  dilated  and  reacted  to  light  and  accom- 
modation. There  was  no  hemianopsia :  there  was  optic  neuritis, 
more  marked  in  the  right  eye.  There  was  paresis  of  the  right 
external  rectus  muscle,  but  no  other  muscle  of  either  eye  was 
affected  :  colour  vision  was  normal.  The  other  special  senses 
were  normal.  The  movements  of  the  tongue,  throat  and  larynx 
were  unaffected  :  no  paresis  of  the  face  existed,  and  the  patient 
was  able  to  perform  in  a  normal  manner  symmetrical  bilateral 
movements.  The  grip  of  the  right  hand  was  slightly  weaker 
than  that  of  the  left,  50  :  75  as  measured  by  the  dynamometer. 
There  was  no  muscular  atrophy  or  spasm  anywhere.  There 
were  no  sensory  disturbances.  The  knee-jerks  were  completely 
absent ;  the  superficial  reflexes  were  normal ;  there  was  no 
ataxia.  She  could  recognise  and  name  objects,  heard  and 
understood  perfectly  what  was  said  to  her,  could  repeat  words, 
could  speak  voluntarily  correctly  and  without  hesitation,  could 
read  with  the  aid  of  glasses  and  understood  thoroughly  both 
words  and  numbers.  She  was,  however,  totally  unable  to  write 
voluntarily,  from  dictation,  or  from  copy.  She  could  hold  the 
pen  properly,  performed  movements  as  if  going  to  write  but  her 
writing  consisted  of  *'  nothing  more  than  a  series  of  united  curves." 
She  was  unable  to  write  with  her  left  hand.  The  fine  and  coarse 
muscular  movements  of  the  right  hand  were  executed  perfectly, 
and  there  was  no  paralysis  of  the  hand,  forearms  or  arms. 
Although  there  was  no  evidence  of  a  syphilitic  taint  it  was 
thought  advisable  to  treat  her  with  potassium  iodide  combined 
with  mercury.  After  six  weeks  there  was  no  improvement. 
There  were  no  sensory  or  motor  symptoms  :  no  hemianopsia  or 
alexia,  and  voluntary  speech  was  perfect.  Cerebration  was  now 
quite  slow,  and  speech  was  slow,  but  there  was  nothing  aphasic 
in  its  character  :  the  memory  was  good.  There  was  still  com- 
plete inability  to  write.  There  was  now  a  tendency  to  fall  or 
stagger  to  the  right,  an  ataxia  which  was  not  present  when  first 
seen  and  which  resembled  closely  that  seen  in  cerebellar  disease. 
There  never  were  any  convulsions.  The  presence  of  agraphia, 
with  gradually  increasing  slow  cerebration  and  ataxia,  with 
double  optic  neuritis,  severe  and  continuous  headaches,  un- 
accompanied by  alexia,  led  to  the  diagnosis  of  a  lesion  of  the 
prefrontal  lobe,  probably  a  new  growth.  After  six  weeks  further 
suffering  she  consented  to  an  exploratory  operation.  After 
trephining  and  incising  the  dura  a  troublesome  hernia  cerebri 
appeared,  but  no  lesion  of  the  cortex  could  be  seen.  Whilst  the 
question  was  being  discussed  as  to  enlarging  the  opening 
forward,  the  patient  became  so  ill  that  it  was  deemed  advisable 
to  close  the  opening  at  once.  Next  day  her  right  arm  was 
paralysed  and  she  was  stupid  ;  the  movements  of  the  right  leg 
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were  weakened,  and  the  following  day  she  died  after  having  passed 
into  a  comatose  state.  At  the  sectio  a  new  growth  was  found 
occupying  the  foot  of  the  second  left  frontal  convolution,  and 
distinctly  separated  from  the  arm  area  by  the  precentral  sulcus 
which  was  well  marked.  The  growth  was  elevated  a  little  above 
the  surrounding  cortex,  was  irregular  in  outline  and  hard  in 
consistence.  Its  longest  cortical  diameter  was  2  cm.  "On 
section  the  tumour  was  found  to  extend  downwards  and  inwards 
in  the  centrum  semiovale  as  far  as  the  roof  of  the  anterior 
corner  of  the  lateral  ventricle,  and  forward  to  near  the  apex  of 
the  frontal  lobe,  involving  almost  exclusively  the  white  matter 
of  the  second  frontal  gyrus.  The  left  third,  or  inferior  convolu- 
tion throughout  its  whole  extent  was  found  (macroscopically) 
perfectly  normal,  as  was  its  associated  centrum  ovale.  The 
centrum  ovale  of  the  superior,  or  first  frontal  convolution  was, 
towards  its  ventral  part,  infiltrated  by  the  growth.  The  motor 
convolutions  in  their  middle  third  formed  a  part  of  the  hernia 
cerebri."  The  supramarginal  and  angular  gyri,  with  their 
associated  white  matter,  were  found  normal,  as  were  the  con- 
volutions and  white  matter  of  the  occipital  and  temporal  lobes. 
The  basal  ganglia  and  internal  capsule  showed  no  changes.  The 
right  side  was  normal,  as  was  the  interior  of  the  skull. 

It  will  be  apparent  from  the  above  description,  that  this  case 
points  very  strongly  indeed  in  favour  of  a  distinct  graphic 
centre  as  apart  from  the  ordinary  motor  centre  for  the  right 
hand. 

Gordinier  thinks  that  the  paralysis  of  the  right  external  rectus 
muscle  may  have  been  due  to  involvement  of  the  area  for  the 
movements  of  the  eye  and  head,  which  is  supposed  to  be  at  the 
base  of  the  first  and  second  frontal  convolutions. 


SURGERY 

Profuse  Hemorrhages  (Gastrorragies)  in  Ulcers 
OF  the  Stomach  and  Duodenum,  and  their  Surgical 

Treatment.  By  M.  Savariaud,  Paris  {Gazette  des  HdpitauXy 
28th  Jan.  1899). — In  this  paper  the  author  has  summarised  the 
history  of  surgical  intervention  in  cases  of  profuse  haemorrhage 
from  gastric  ulcers  from  the  time  when  Mikulicz,  in  1887,  made 
the  first  attempt,  till  1898,  when  Dieulafoy  expressed  his  opinion 
that  systematic  surgical  intervention  is  indicated  in  all  such 
cases. 

Frequency, — Although  severe  haemorrhages  are  common  in 
gastric  ulcers    they    are    comparatively    seldom    fatal.     The 
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statistics  of  different  observers  vary,  rangfing  from  i  per  cent. 
(Leube)  to  ii  per  cent.  (Miiller),  and  with  an  average  of  some- 
thing like  5  per  cent. 

Morbid  Anatomy, — The  bleeding  in  these  cases  is  almost 
always  from  a  vessel  visible  to  the  naked  eye.  Usually  the 
perforation  is  lateral,  in  which  case  the  loss  of  blood  is  great, 
but  in  some  cases  the  vessel  is  completely  divided  so  that  re- 
traction of  its  coats  is  possible,  and  the  haemorrhage  is  thereby 
arrested; 

Arteries  are  much  more  frequently  eroded  than  veins  both  in 
gastric  and  duodenal  ulcers.  The  splenic  artery  is  the  one 
most  frequently  involved,  and  nfext  to  it  the  coronary  artery  of 
the  stomach,  but  often  severe  bleeding  takes  place  from  un- 
named vessels.  In  duodenal  ulcers  it  is  almost  always  the 
pancreatico-duodenal  artery  which  gives  way,  although  the 
right  gastro-epiploic,  and  even  the  aorta,  the  hepatic  artery  and 
vena  porta  have  been  attacked.  Frequently  two  arterial  orifices 
are  found  on  the  base  of  the  ulcer,  one  blocked  by  clot,  the 
origin  of  the  first  haemorrhage,  the  other  still  patent  and  the 
source  of  the  fatal  haemorrhage.  Endarteritis  obliterans  or  other 
degenerative  changes  are  found  in  the  vessel  walls. 

Even  when  very  large  vessels  are  eroded  the  resulting 
haemorrhage  is  not  necessarily  fatal.  The  sudden  depletion, 
the  rapid  fall  in  the  blood  pressure  with  resulting  syncope  often 
results  in  arrest  of  bleeding  and  the  formation  of  an  obturator 
clot  in  the  perforation.  The  ulcers  are  usually  on  the  lesser 
curvature  and  the  posterior  wall  of  the  stomach,  and  in  the  first 
portion  of  the  duodenum,  although  they  may  occur  in  any  part 
of  the  viscus.     Sometimes  they  are  multiple. 

Clinical  Forms, — These  haemorrhages  may  be  distinguished 
as  (i)  copious,  (2)  acute,  (3)  chronic. 

In  the  first  variety  {foudroyante)  a  copious  and  furious  bleed- 
ing suddenly  takes  place,  and  ends  fatally  in  a  few  minutes. 
The  splenic  artery  is  usually  the  source  of  the  blood,  but  in 
some  cases  even  small  vessels  bleed  profusely. 

In  the  acute  form  the  loss  of  blood  may  be  very  considerable, 
up  to  a  litre  or  a  litre  and  a  half.  Faintness  and  dizziness,  with  a 
peculiar  taste  in  the  mouth,  usher  in  the  attack,  and  for  some 
days  after  the  bleeding  the  patient  passes  dark,  tarry  and  sticky 
stools.  A  single  haemorrhage  is  rarely  fatal,  but  unless  rigorous 
treatment  is  adopted  bleeding  is  apt  to  recur  and  eventually 
prove  fatal.  When  the  bleeding  is  successfully  arrested  the 
patient  picks  up  rapidly,  and  not  unfrequently  the  ulcer  fs 
cured. 

In  the  chronic  cases  the  bleeding  is  not  amenable  to  ordinary 
treatment.     Although  not  profuse,  it  occurs  after  every  meal, 
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and  is  often  due  to  exposure  of  small  vessels  in  the  pyloric 
region  of  the  stomach.  The  patient  gradually  becomes  anzemic 
and  sinks. 

Diagnosis, — The  questions  raised  in  diagnosis  are  (i)  Is  it  a 
gastrorragia  ?  (2)  what  is  its  cause  ?  and  (3)  what  is  the  size  of 
the  ulcer  and  the  exposed  blood  vessel  ? 

Bleeding  from  the  stomach  has  to  be  diagnosed  from 
haemoptysis,  haemorrhage  from  the  nasal  fossae  or  pharynx. 
The  addition  of  water  to  the  stools  produces  a  black  colora- 
tion which  is  characteristic  of  blood  submitted  to  intestinal 
digestion. 

The  source  of  the  blood  may  be  a  gastric  or  duodenal  ulcer, 
rupture  of  an  aneurism  into  the  alimentary  canal,  perforation  of 
the  hepatic  artery  by  a  biliary  calculus,  tubercular  ulceration, 
haemorrhagic  erosions,  cirrhosis  of  the  liver,  and  much  more 
rarely  cancer  of  the  stomach.  In  certain  cases  there  is  a  com- 
bination of  ulcer  and  cancer.  In  a  few  cases  hysterical  bleeding 
is  said  to  take  place.  The  situation  of  the  ulcer  may  often  be 
determined  by  observing  the  seat  of  pain  and  tenderness  to 
pressure,  the  relation  of  pain  to  the  taking  of  food,  and  the 
position  of  the  patient. 

The  size  and  situation  of  the  bleeding  vessel  can  seldom  be 
determined.  A  voluminous  haemorrhage  may  take  place  from  a 
comparatively  small  vessel,  and  vice  versa. 

Treatment, — (i)  The  Medical  treatment  consists  in  giving  the 
stomach  absolute  rest,  feeding  entirely  by  the  rectum,  in  order 
that  the  obturator  clot  may  not  be  disturbed,  and  may  become 
organised  and  close  the  opening  in  the  vessel  wall.  This  method 
of  feeding  may  have  to  be  continued  as  long  as  a  month  to  pro- 
duce a  complete  cure  in  some  cases.  Thirst  may  be  treated 
with  small  pieces  of  ice,  and  by  washing  out  the  mouth.  An 
ice-bag  placed  over  the  epigastrium,  and  injections  of  artificial 
serum  are  also  indicated. 

(2)  Surgical  Treatment, — Failing  to  get  benefit  by  these 
means,  an  exploratory  operation  should  be  performed  without 
further  delay.  The  condition  may  be  attacked  directly^  by 
resection  of  the  ulcer,  pylorectomy,  cauterisation,  or  ligature  of 
blood  vessels ;  or  indirectly ^  by  gastro-enterostomy  and  ex- 
clusion of  the  pylorus.  Speaking  generally,  the  direct  method 
is  best  adapted  for  acute  cases,  the  indirect  for  slow  chronic 
haemorrhages.  The  stomach  should  not  be  washed  out  before 
the  operation,  as  this  procedure  is  very  apt  to  start  the  bleeding 
afresh.  The  injection  of  500  gramms  of  artificial  serum  under 
the  skin  or  into  the  veins  before  beginning  the  operation  is 
advantageous.  Having  exposed  the  stomach,  it  is  systemati- 
cally examined  by  inspection   and  palpation  frpm  the  outside. 
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and  should  nothing  be  found,  an  opening  is  made  in  its  anterior 
wall  and  the  interior  thoroughly  examined.  By  passing  the 
right  hand  into  the  lesser  peritoneal  sac,  the  whole  of  the  pos- 
terior wall  may  be  brought  into  view  through  the  incision  made. 
Should  an  ulcer  be  found,  the  best  treatment  is  excision  with 
subsequent  stitching.  Failing  this,  it  may  be  cauterised,  or  the 
blood  vessels  may  be  ligatured,  either  on  the  face  of  the  ulcer 
or,  less  safely,  at  a  distance.  The  stomach  is  then  closed  and 
the  patient  fed  by  the  rectum. 

The  indirect  method  consists  in  performing  gastro-enteros- 
tomy,  with  a  view  to  giving  the  ulcerated  portion  of  the  stomach 
rest,  and  so  permitting  the  occlusion  of  the  bleeding  vessel  by 
organisation  of  the  clots.  In  addition,  these  patients  usually 
suffer  from  pyloric  stenosis,  and  this  operation  permits  of  the 
rapid  and  complete  emptying  of  the  stomach.  The  author  does 
not  favour  the  indirect  method. 

Results, — In  fifteen  operations  by  the  direct  method,  col- 
lected by  the  author,  there  were  ten  deaths  and  five  cures.  In 
five  of  the  cases  the  ulcer  was  never  found.  By  the  indirect 
method,  Kiiste  has  operated  twice,  both  successfully,  and  there 
are  other  three  cases,  of  which  two  were  successful.  It  is 
evident,  however,  that  we  have  not  yet  sufficient  data  from 
which  to  draw  conclusions  regarding  either  method. 


On  the  Effect  of  Laparotomy  on  Chronic  Processes 
IN  the  Abdominal  Cavity  (Tuberculosis  Excepted)  (by 

R.  de  Bovis,  Lyons,  Gazette  des  Hdpitaux,  Dec.  1898). — In  con- 
sidering the  remarkable  palliative  or  even  curative  effect  which 
the  mere  opening  of  the  peritoneal  cavity  undoubtedly  has 
on  certain  chronic  inflammatory  processes,  and  probably 
on  the  growth  of  some  connective  tissue  tumours,  the  author 
considers  the  various  theories  which  have  been  suggested  to 
explain  it. 

(i)  It  is  not  a  mere  coincidence.  (2)  The  result  is  not  due 
to  the  mechanical  liberation  of  adhesions,  allowing  parts  to 
regain  their  normal  mobility  and  position.  (3)  He  does  not 
think  it  is  due  to  trophic  nervous  influence.  (4)  It  is  more 
probably  due  to  a  vaso-motor  influence,  the  result  of  modifica- 
tions in  the  intra-abdominal  pressure  following  the  opening  of 
the  peritoneal  cavity.  (5)  The  psychical  effect  of  the  operation 
may  explain  the  disappearance  of  subjective  symptoms  in  some 
cases. 

The  author  emphasises  the  fact  that  in  cancerous  patients 
the  mere  opening  of  the  abdomen  is  attended  with  considerable 
risk  on  account  of  the  low  vitality  of  the  patient  and  the  dimin- 
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ished  recuperative  power.  In  all  other  classes  of  abdominal 
conditions  it  is  comparatively  safe,  and  the  results  are  so  satis- 
factory as  to  justify  exploratory  laparotomy  when  there  is  any 
doubt  as  to  the  diagnosis. 


GYNECOLOGY  AND  OBSTETRICS 

The  Treatment  of  Cases  of  Infantile  Bladder.— In 

the  Boston  Medical  and  Surgical  Journal  of  June  15th,  Haven 
reports  two  cases  of  infantile  bladder  treated  by  gradual  disten- 
sion. Both  cases  occurred  in  girls  of  eighteen  years  of  age  and 
in  both  incontinence  had  been  present  from  birth.  Almost  every 
night  urine  was  passed  in  bed. 

In  Haven's  first  case  the  patient  was  unable  to  retain  urine 
for  more  than  an  hour  at  a  time  during  the  day.  The  bladder 
held  eight  ounces  under  pressure.  In  the  second  case  the 
bladder  held  about  three  and  a  half  ounces,  six  ounces  causing 
pain  and  discomfort.  The  normal  capacity  of  the  bladder  is 
from  twelve  to  sixteen  ounces. 

The  patients  were  treated  by  injecting  into  the  bladder 
every  second  day  as  much  as  possible  of  a  4  per  cent  solution 
of  boracic  acid.  After  treatment  for  two  or  three  months,  as 
much  as  twenty  ounces  could  be  introduced.  Treatment  was 
continued  for  some  months  until  the  incontinence  was  overcome. 
The  interior  of  the  bladder  in  the  second  case  was  normal. 
Haven  had  no  record  of  its  condition  in  the  first  case.  The  only 
instruments  required  are  a  male  catheter  cut  down  to  about  five 
inches,  a  piece  of  rubber  tubing  to  connect  it  with  the  end  of  a 
Davidson  syringe,  and  a  solution  of  boracic  acid. 


ECHINOCOCCUS  OF  THE  PELVIC  CONNECTIVE  TISSUE  AND 

Liver. — Chrobak  {CentrcUblatt  fur  Gyndk.^  Nov.  24,  1899) 
describes  a  case  in  detail,  interesting  on  account  of  its  compara- 
tive rarity  and  of  the  difficulty  of  diagnosis. 

He  refers  to  Benoit's  collection  of  eighty-eight  cases,  and 
the  researches  of  Freund  and  Schatz,  the  former  describing 
eighteen,  the  latter  nine  cases  of  this  disease  as  it  occurs  in 
the  female  pelvis. 

Patient  27.  Emaciated.  Menstruation  at  14,  regular.  First 
complaint  was  dysmenorrhoea  eight  years  before  coming  under 
observation.  At  this  time  she  noticed  a  swelling  in  the  right 
side  of  the  abdomen,  extending  to  the  left  side  four  years  later. 
On  examination  it  was  found  that  the  most  prominent  part  of 
the  abdomen  corresponded  to  a  point  on  the  right  side  of  the 
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umbilicus.  On  palpation  there  was  found  a  hard,  smooth 
swelling,  extending  from  the  pelvis  to  the  umbilical  level, 
where  there  was  also  noted  a  smaller,  nodular  outgrowth  from 
the  main  tumour,  extending  upwards  towards  the  liver.  A 
similar  swelling  was  also  noted  on  the  left  side  of  the  abdomen. 
The  cervix  was  directed  to  the  left  side,  and  through  the 
posterior  fornix  there  was  found  a  hard,  fixed,  non-tender 
swelling,  occupying  the  whole  pelvis.  The  case  was  regarded 
as  probably  a  blood  tumour,  the  result  of  closure  of  the  lower 
part  of  the  uterus  from  myomatous  growths,  or  a  myoma 
(simple  or  cystic)  of  the  uterus.  On  opening  the  abdomen,  C. 
found  what  appeared  to  be  a  pedunculated  cystic  mass, 
intimately  adherent  to  the  intestines,  and  extending  up  to 
and  adherent  to  the  right  lobe  of  the  liver.  No  trace  of 
appendages  could  be  found.  During  manipulation  the  tumour 
burst,  causing  the  escape  of  milky  fluid  containing  typical 
hydatid  cysts.  The  cyst  in  the  liver  was  removed,  cauterised 
with  paquelin,  and  the  cavity  plugged  with  gauze.  The  main 
cyst  was  opened  and  drained  through  the  vagina,  and  the  upper 
edge  united  to  the  abdominal  wound.  Three  weeks  after  opera- 
tion the  abdomen  was  reopened  on  account  of  persistent  vomiting, 
when  extensive  adhesions  were  found  between  the  pylorus  and 
liver,  causing  kinking  of  the  bowel.  Those  being  removed,  the 
patient  made  a  good  recovery. 

Chrobak  refers  to  the  apparent  solid  nature  of  what  was 
discovered  to  be  tense,  hydatid  cysts,  the  usual  fremitus  being 
with  great  difficulty  made  out  when  the  pelvic  connective  tissue 
is  the  seat  of  the  disease. 

From  the  hardness  of  the  wall  and  absence  of  scolices  in 
the  liver  cyst  he  regards  that  organ  as  the  primary  one  affected, 
with  secondary  infection  of  the  pelvic  organs. 


Review  of  Three  Hundred  Pelvi-Abdominal  Opera- 
tions. —  Ehrendorfer  ( Wiener  Klinische  Wochenschrift^  Nov. 
i6th,  1899)  gives  a  detailed  account  of  the  operations  performed 
by  him  in  the  new  Gynecological  Klinik  at  Innsbruck,  during 
a  period  of  five  and  a  half  years.  He  describes  the  hospital, 
with  reference  to  its  construction,  methods  of  asepsis  adopted, 
and  refers  to  his  method  of  closing  the  abdominal  wound  and 
after  treatment  of  abdominal  cases.  E.  gives  inhalations  of 
acetic  acid  after  the  completion  of  a  major  operation,  but 
before  the  patient  comes  out  of  the  chloroform.  He  believes 
this  is  comforting  to  the  patient  and  may  prevent  any  after 
bad  effects.  He  prefers  the  abdominal  to  the  vaginal  route 
as  being  more  suitable  for  the  management  of  adhesions.     He 
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has  given  up  the  extra-peritoneal  in  favour  of  intra-peritoneal 
treatment  of  the  stump  in  abdominal  hysterectomy.  In  twenty- 
seven  cases  of  vaginal  extirpation  for  cancer,  seven  patients 
were  alive  and  showed  no  signs  of  recurrence  five  years  after 
operation.     The  following  is  an  abstract  of  results  : — 

30P  Operations  =  2 1  deaths  =  7  per  cent. 

I.  Ovariotomy  =  108  cases  =  5  deaths  «=  4*63  per  cent  (sepsis  2}. 

II.  Abdominal  Extir-^ 

pation  of  uterine  >  =  86  cases  =  8  deaths  =  9*3  per  cent,    (sepsis  3;. 
tumours  J 

r{a)    Extra-peri- 
toneal     treat- 
ment of  stump     «=  45  cases  =  3  deaths  (sepsis  i). 
{b)  Intra-peritoneal  =     6  cases  =  o  deaths 

(^)  Retro-peritoneal  =     6  cases  =  2  deaths  (sepsis  i). 

(^Enucleation        =   14  cases  =■    1  death 
(^)  Abdominal 
total    Extirpa- 
tion =    10  cases  =  2  deaths  (sepsis  i). 
(/)  Pedyncu- 
'     lated  myomata     = 
III.  Operations  on  ap- 1  _ 

pendages  J 

IV.  Abdominal     totalS 
extirpation      for  \  ^ 
cancer  of  uterine  j 
body  ) 

V.  Pelvic  exudations 
VI.  Ventri  fixation 
VII.  Ventral  hernia 
VIII.  Extra  uterine  ges- 
tation 
IX.  Incomplete  opera- 
tions 
X.  Combined     ab- 
dominal     a 
vaginal 
XI.  Total   extirpation  ^       ^  ^     j^  (       ;    ^ 

per  vagina  J  ^  \    r-    jr 


ab-^ 
nd  V 


10  cases  =  2  deaths 

5  cases  =  o  deaths 
16  cases  =  o  deaths 

=     I  case  =  o  deaths 

7  cases  =  3  deaths 

3  cases  =  o  deaths 

2  cases  =  o  deaths 

3  cases  =  o  deaths 
2  cases  =  I  death 

6  cases  =  o  deaths 
4  deaths 


(septic  peritonitis). 


Total,        .        300  cases  =  2 1  deaths  «■  7  per  cent 

Septic  infection  =  1 1  deaths— 3*66  per  cent 
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THE  CONDUCT  OF  OPERATIONS  IN  PRIVATE 
PRACTICE,  WITH  SPECIAL  REFERENCE  TO 
PREPARATION  AND  AFTER-TREATMENT 

A  Paper  read  before  the  Medical  Society  of  Aberdeen  University 

By  H.  M.  W.  GRAY,  M.B.,  CM., 
Assistant-Surgeon  to  the  Aberdeen  Royal  Infirmary 

Gentlemen, — As  it  is  possible  that,  when  you  enter  upon 
general  practice,  any  of  you  may  be  called  to  perform  more  or 
less  serious  operations,  I  propose  to  describe  how  such  opera- 
tions may  be  carried  out  in  private  houses,  and  to  discuss  at 
the  same  timp  certain  points  concerning  the  preparation  and 
after-treatment  of  the  patients. 

A  few  words,  first  of  all,  about  modem  developments  in 
surgical  method.  We  very  rarely  see  now  those  terrible 
instances  of  septic  disease  after  operation  of  which  our  elders 
speak.  To-day  we  can  appreciate  but  little  the  conditions 
that  forced  them  to  hold  their  hands  in  so  many  cases  that 
really  required  surgical  interference.  We  live  in  a  relatively 
golden  age,  the  outcome  of  the  efforts  of  many  great  workers 
— some  of  them  our  own  teachers.  But  much  remains  to 
be  done,  and  we  have  to  strive  to  carry  forward  the  work 
they  have  so  successfully  initiated  and  improved. 

The  name  of  Lister  has  become  a  proverb  in  our  midst. 
You  are  all,  of  course,  familiar  with  his  early  experiments 
and  discoveries,  which  were  the  beginning  of  what  has  proved 
a  continuous  and  increasing  warfare  against  the  all-pervading 
microbe.  But  some  of  you,  possibly,  do  not  quite  grasp  what 
is  now  meant  by  the  terms  "  antisepsis  "  and  "  asepsis."  The 
antiseptic  method  is  the  continual  use  of  antiseptic  solutions 
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throughout  an  operation,  for  the  purpose  of  clearing  away  and 
killing  off  the  microbes  in  and  around  a  wound,  on  the  hands 
of  the  operator  and  his  assistants,  and  on  the  instruments, 
sponges,  etc.  The  aseptic  method  admits  the  use  of  anti- 
septics during  the  preparations  for  an  operation  and  up  to  the 
moment  of  making  the  incision  ;  once  the  incision  is  made 
the  operation  is  conducted  on  "  dry  "  principles  with  sterilized 
instruments,  towels,  mops,  etc.,  or,  if  any  irrigation  or  washing 
is  required,  sterilized  salt  solution  is  used.  The  preliminary 
employment  of  antiseptics  is  meant  to  produce  an  aseptic  or 
microbe-free  condition  of  the  skin  ;  if  that  be  secured,  and  if 
hands  and  implements  are  pure,  there  is  no  necessity  for 
further  use  of  antiseptic  fluids  in  cases  where  no  infection 
exists  in  the  depth  of  the  tissues. 

In  fact,  there  are  good  reasons  why  the  wound  should  not 
be  continually  flushed  and  swabbed  with  such  fluids.  If  an 
antiseptic  solution  is  of  a  strength  sufficient  to  kill  germs 
in  a  wound,  it  will  be  injurious  to  the  tissues  themselves. 
If  the  intention  in  using  it  is  merely  to  wash  away  organisms, 
then  salt  solution,  which  is  harmless  to  the  tissues,  does  quite 
as  well  and  is  cheaper.  Again,  if  an  antiseptic  be  used  in 
a  wound,  the  amount  of  after-pain  is  increased  in  proportion 
to  the  strength  of  the  solution  ;  the  wounded  surfaces  react 
more  strongly  to  the  stronger  solution,  the  resulting  exudation 
is  therefore  greater  in  amount,  there  is  then  greater  necessity 
for  drainage,  and  the  process  of  healing  is  in  this  way  retarded 
The  tissues  have  a  normal  power  of  resistance  to  infections 
material,  which  varies  in  intensity  no  doubt  with  the  different 
forms  of  infection  ;  chemicals  in  a  wound  lessen  this  power 
of  resistance  to  microbes  which  may  be  introduced  and  which 
are  not  destroyed  by  the  antiseptic.  Further,  and  it  is  not 
too  small  a  detail  to  mention,  the  antiseptic  solution  in 
stimulating  a  great  exudation  of  lymph,  affords  the  microbes 
a  splendid  pabulum  on  which  to  fatten  and  multiply:  thus 
it  feeds  what  it  was  intended  to  kill.  Again,  the  constant 
use  of  antiseptics  often  makes  the  operator  relax  his  efforts 
to  cleanse  his  hands.  He  trusts  to  the  supposed  magical 
influence  of  these  fluids :  they  give  him  a  false  sense  of 
security  and  bring  about  disastrous  results  in  too  many  cases. 
I  think  too  much  prominence  is  given  to  chemical  antiseptics. 
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These  should  be  used  only  as  auxiliaries  in  the  disinfection 
of  the  skin  ;  removal  of  the  infectious  matter  adherent  thereto 
by  mechanical  means  is  most  reliable  and  should  always  be 
carried  out  as  thoroughly  as  possible. 

The  aseptic  method  is  the  highest  stage  in  the  evolution  of 
surgical  technique,  but  there  are  many  points  in  its  execution 
which  require  still  to  be  improved  upon.  Every  detail  requires 
to  be  carefully  carried  out,  because  if  one  link  of  the  chain  is 
faulty  the  reliability  of  the  whole  is  more  or  less  impaired. 
We  ought  to  aim  at  what  is  best,  although  we  have  many 
difficulties  to  overcome,  not  the  least  of  which  in  this  case  is 
thorough  training  in  the  necessary  technique,  which  may 
appear  to  many  tedious  and  unnecessary.  After  a  short  time, 
however,  what  is  irksome  at  first  is  done  quite  naturally. 

I  have  often  heard  it  said  that  it  is  not  possible  to  carry 
out  the  aseptic  method  in  private  practice.  "  The  proof  o'  the 
puddin'  is  the  preein*  o't ! "  In  my  own  experience  I  have 
found  the  aseptic  method  yield  eminently  satisfactory  results, 
in  such  operations  as  trephining,  laparotomy  for  various  con- 
ditions, thyroidectomy,  resection  of  joints,  perineoplasty,  as 
well  as  in  smaller  operations  where  there  is  less  manipulation 
and  consequently  less  risk  of  infection.  Indeed,  I  think  it  is 
more  difficult  to  carry  out  the  aseptic  method  in  a  hospital 
like  our  own  than  in  private  practice,  because  the  preparations 
are  shared  by  so  many  and  are  therefore  out  of  one's  personal 
control ;  the  assistants  are  so  constantly  changing  and  of  such 
varying  trustworthiness.  To  illustrate  what  I  mean,  one  of  our 
eminent  London  surgeons  had  the  satisfaction  to  have,  during 
the  first  six  months  after  he  introduced  the  aseptic  method 
into  his  wards,  most  excellent  results,  hardly  a  case  going 
wrong.  But  during  the  second  period  of  six  months,  suppura- 
tion occurred  in  an  alarming  majority  of  cases.  During  the 
first  period  he  had  a  most  enthusiastic  and  pains-taking  house- 
surgeon,  who  personally  supervised  the  most  necessary  details, 
but  during  the  second  period  he  had  one  who  did  not  ap- 
preciate the  importance  of  his  position  and  left  his  duties  in 
ihis  respect  to  others. 

I  think  that  during  our  student  days  we  are  apt  to  lay  too 
much  stress  on  the  mere  operation,  while  we  greatly  neglect 
the  requisite  preparations  for  it  and  the  after-treatment,  taking 
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them  too  much  as  a  matter  of  course  and  forgetting  that  the 
success  of  the  operation  largely  depends  on  these.  This  brings 
us  to  the  proper  subject  of  this  paper,  and  in  making  the 
following  remarks  I  have  chiefly  in  mind  cases  of  people  who 
have  neither  the  house-room  nor  the  means  to  provide  for  any 
very  special  arrangements  for  operation.  I  think  that  what  I 
shall  now  describe  in  detail  makes  the  minimum  of  "fuss" 
compatible  with  good  results.  In  most  cases  this  is  a  matter 
of  considerable  importance  :  in  other  cases  the  amount  of  good 
done  to  the  patient  seems  to  be  estimated  by  the  amount  of 
fuss  made. 

One  must,  first  of  all,  consider  whether  one  may  undertake 
the  operation  in  the  patient's  house  or  whether  the  case  had 
better  be  sent  into  hospital.  One  must  notice  the  general  en- 
vironments of  the  patient,  the  cleanliness  of  the  house  and  its 
inhabitants,  the  number  of  rooms  in  a  house — if  possible  the 
patient  should  have  a  room  and  at  least  a  bed  for  himself. 
Look  to  the  condition  of  the  bed — a  bed  like  those  you  are 
so  familiar  with  in  hospital  is  best,  and  should  have  a  hard 
mattress.  See  that  there  is  the  possibility  of  good  ventilation 
and  lighting.  Estimate  as  far  as  possible  the  chances  that  the 
patient  will  not  be  disturbed  by  noise  in  the  house  itself  or  in 
the  adjoining  streets.  Try  to  find  out  the  relations  of  the 
various  members  of  the  household  to  each  other.  Of  course 
one  cannot  usually  ask  straight  out  whether  a  husband  kicks 
his  wife  and  so  on,  but  by  a  few  well-chosen  indirect  questions 
in  suspicious  cases  one  can  get  a  fair  idea  as  to  how  matters 
stand.  One  should  also  inquire  as  to  the  possibility  of  the 
patient  being  provided  with  good,  well-cooked  food.  Such 
matters,  along  with  the  nature  of  the  operation,  must  be  con- 
sidered in  each  case  separately.  A  very  great  help  now-a- 
days  amongst  poorer  patients  is  the  staff  of  district  nurses, 
whose  members  are  to  be  found  in  practically  all  parts  of  the 
country.  One  has  little  idea,  until  one  has  worked  with  their 
assistance  for  a  little,  of  what  transformations  can  be  made  in 
the  condition  of  a  room  by  these  ladies,  and  how  they  can 
arrange  matters  to  one's  satisfaction. 

The  general  health  of  the  patient  must  be  examined,  as 
in  hospital.  The  urine  must  be  tested  for  sugar  and  albumen, 
for  if  these  be  present  serious  results  may  follow  operation ; 
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the  wound  may  not  heal  kindly,  or  not  at  all ;  the  patient 
may  collapse  under  the  anaesthetic  or  be  precipitated,  as  a 
result  of  the  combined  shock  of  the  operation  and  the 
anaesthesia,  into  diabetic  coma  or  an  exacerbation  of  his 
kidney  disease  followed,  by  death.  The  heart  may  require 
stimulating  treatment  to  enable  it  to  sustain  better  the  de- 
pressing influence  of  chloroform.  A  cough,  however  slight, 
should  be  got  rid  of,  if  possible,  especially  before  abdominal 
operations,  otherwise  the  abdominal  wound  will  tend  to  be 
pressed  on  unduly  from  the  inside  and  hernia  may  result. 
The  alimentary  canal  should  be  got  into  as  good  order  as 
possible  to  obviate  troublesome  sickness  afterwards  and  also 
to  guarantee  that  the  patient  will  be  able  to  absorb  plenty  of 
nourishment  The  condition  of  the  mouth  should  be  looked 
to.  Carious  teeth  cannot  be  kept  clean  with  a  brush  or  anti- 
septics, and  in  such  a  case  the  patient  should,  if  possible, 
be  handed  over  to  a  dentist  before  the  operation.  This  is 
especially  necessary  in  operations  on  the  mouth,  particularly 
for  cleft  palate.  After  the  extraction  of  teeth  the  gums  should 
be  allowed  to  heal  up  before  further  interference.  If  the 
patient  be  weakly  it  may  be  judicious  to  give  a  little  stimulant 
(sherry  or  brandy)  half  an  hour  before  the  operation.  In 
ordinary  cases  it  is  best  to  allow  no  food  for  four  hours  before 
the  operation.  In  ordinary  cases  a  good  thing  to  give  as  the 
last  food  befoce  operation  is  warm  bread .  and  milk,  commonly 
known  here  as  "  saps."  In  special  cases  only  liquid  food 
should  be  given.  .The  bowels  should  be  well  emptied  by 
aperients  or  enemata,  especially  before  operations  on  any 
part  of  the  alimentary  tract,  but  at  the  same  time  one  must 
take  care  not  to  tax  the  strength  of  an  already  enfeebled 
patient  by  such  treatment.  It  is  well  that  the  bladder  should 
be  emptied  just  before  the  patient  is  anaesthetised.  In  this 
connection  it  is  well  to  remember  that  if  after,  for  example, 
a  phimosis  operation  there  be  difficulty  in  passing  a  catheter 
in  a  child  who  cannot  micturate  for  the  time  being,  the  ad- 
ministration of  chloroform  to  a  slight  degree  will  usually  cause 
the  urine  to  be  voided  without  further  trouble.  If  fcBcal 
vomiting  be  present,  washing  out  the  stomach  relieves  the 
patient  greatly  by  emptying  the  upper  part  of  the  alimentary 
tract;  it  also  facilitates  the  administration  of  the  anaesthetic 
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and  lessens  the  danger  of  shock.  If  there  be  great  weakness 
from  loss  of  blood,  e.g,^  after  an  accident,  one  should  not 
hesitate  to  perform  infusion  of  salt-solution  before  proceeding 
to  operate.  The  patient  will  be  put  in  better  condition  to 
withstand  the  effects  of  the  operation.  To  protect  the  patient 
from  loss  of  heat  during  the  operation,  which  loss  increases  the 
shock,  warm  flannel  clothing,  easily  taken  off,  should  be  worn. 
In  some  cases,  ^^.,  prolonged  laparotomies,  the  limbs  and  chest 
may  be  wrapped  in  cotton  wool.  Many  other  matters  might 
be  talked  of  which,  however,  are  brought  before  your  notice 
in  hospital  more  prominently  perhaps  than  those  I  have 
mentioned. 

Now,  as  to  the  immediate  preparation  of  the  patient.     The 
condition  of  the  skin  is  a  very  important  matter.     In  a  modified 
way,  it  should  be  cleansed  in  the  same  manner  as  the  hands  of 
the  operator.     You    know   the   principles   which   guide   us  in 
washing  our  hands  for  surgical  purposes.     Take  plenty  of  time 
over  the  process.     Soak  well  in  hot  water,  using  plenty  of  soap, 
so   that   the   superficial   and   coarse   epithelial   debris  may  be 
loosened.     Scrub  thoroughly  with  a  clean  nail-brush  to  remove 
the   debris.     (These   brushes   are   most  efficiently  cleaned  by 
boiling  in  plain  water.)     Then  use  some  fat-removing  agent, 
such  as  turpentine  or  alcohol,  which  penetrates  for  a  certain 
distance   into   the   orifices  of  the  glands  and  hair-follicles  in 
which  microbes  lurk.     For  further  safety  one  may  then  scrub 
the  hands  with  strong  antiseptic  solution.     The  antiseptic  may 
be   combined   with   the    alcohol    or   ether.       In    this    process 
mechanical  removal  of  the  septic  matter  is  the  most  important 
part  to  attend  to.     As   I   said   before,   antiseptics   should   be 
looked   upon   only   as    auxiliaries.       It    is    apparently   almost 
impossible  to  impress  upon  beginners  how  difficult   it  is  to 
really  clean  their  hands.     In  this  connection  I  may  show  you 
cultures  that  were  obtained  from  the  hands  of  a  junior  student 
He  had  been  warned  that  the  experiment  would  be  made  upon 
him  and  told  to  wash  thoroughly  in  the  way  already  described. 
Scrapings  were  taken  from  the  palmar  surfaces  of  his  fingers 
and  interdigital   webs,  with   the  result  you  see  in  this  tube, 
namely,    abundant    colonies    of    micro-organisms.       A   senior 
student  was  not   more   successful   in   his   efforts,  as   you  see. 
Now  these  are  the  negative  results  from  hands  tested  in  the 
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same  way,  in  this  case  after  purely  mechanical  disinfection,  and 
in  this  other  case  after  further  treatment  with  turpentine. 
During  the  course  of  a  prolonged  operation  it  is  safer  to  wash 
the  hands  once  or  twice  to  get  rid  of  microbes  which  may  have 
worked  up  to  the  surface  from  the  depths  of  the  ducts  where 
they  have  been  untouched  by  the  earlier  efforts  to  remove 
them.  For  this  and  other  reasons  some  operators  wear  thin 
sterilized  cotton  gloves  when  operating.  Now  with  regard  to 
the  disinfection  of  the  patient's  skin  we  face  what  may  appear 
to  be  a  still  more  difficult  question,  and  very  numerous  methods 
have  been  advocated  to  this  end.  I  shall  give  you  a  method 
which  I  have  found  absolutely  efficient  so  far,  and  which  has 
the  advantage  of  being  simple  and  cheap,  with  the  materials 
necessary  for  it  always  to  hand.  Here  again  the  prolonged 
mechanical  part  of  the  process  predominates.  Whenever 
possible,  I  get  the  patient  to  begin  it  two  or  three  days  before- 
hand. Where  a  bath  is  available  the  patient  takes  a  hot  bath, 
or  rather  soaks  in  it  for  fifteen  to  thirty  minutes,  scrubbing  the 
part  to  be  incised  and  its  neighbourhood.  Whether  a  bath  be 
available  or  not,  a  compress  is  placed  over  the  region  to  be 
operated  upon.  A  very  usual  mistake  is  to  restrict  the  dis- 
infection merely  to  the  site  of  the  incision.  To  be  quite  safe 
the  skin  should  be  disinfected  as  far  as  the  bandages  or  at  least 
as  far  as  the  dressings  will  reach.  This  compress  should  there- 
fore be  an  extensive  one.  In  the  case  of  resection  of  the  knee, 
for  example,  cover  the  whole  limb.  The  compress  consists  of 
one  or  two  layers  of  old  blanket  or  several  layers  of  flannel 
wrung  loosely  out  of  a  strong  hot  solution  of  soft  soap.  Cover 
it  with  a  thin  piece  of  Mackintosh,  if  that  is  handy,  to  keep  in 
the  moisture  and  then  apply  a  bandage.  The  compress  is  left 
on  for  four  or  five  hours.  When  it  is  taken  off,  the  skin  is 
found  to  be  soft  and  macerated.  The  part  should  be  im- 
mediately scrubbed  thoroughly  with  a  brush.  It  is  astonishing 
sometimes  to  see  the  thick  layer  of  debris  that  may  thus  be 
removed.  The  part  is  then  dried  and  clean  clothing  is  worn 
next  it  The  compress  should  be  reapplied  in  the  same 
manner  on  the  following  day  or  at  a  later  period  on  the  same 
day.  I  usually  have  a  fresh  one  applied  a  few  hours  before 
the  time  fixed  for  operation  and  remove  it  at  the  operation. 
Now,  the  patient  or  his  friends  can  easily  do  that  part  of  the 
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preparation.  At  the  operation  the  part  is  thoroughly  scrubbed 
with  soap  and  water,  dried  with  a  sterilized  towel,  rubbed  with 
turpentine  or  methylated  spirits  or  ether,  and  then  with  a 
strong  antiseptic  solution.  These  remarks  apply  to  cases  where 
the  requisite  time  can  be  afforded.  In  cases  of  emergency,  the 
result  of  the  preparation  of  the  skin  is  probably  less  perfect, 
even  though  the  means  to  produce  asepsis  are  more  energetic 
Most  of  the  preparation  must  be  done  after  the  patient  is 
anaesthetised.  I  usually  have  the  soap  and  water  compress 
applied  while  I  am  preparing  for  the  operation.  In  cases  of 
accidental  wounds,  or  where  suppuration  exists,  one  can  cany 
out,  in  the  main,  similar  proceedings.  I  think  it  safer,  in  such 
cases,  to  apply  ^«//septic  dressings  afterwards  so  as  to  inhibit 
the  growth  of  pathogenic  micro-organisms.  In  every  case  where 
doubt  exists  as  to  the  purity  of  the  wound  and  skin  I  think 
that  one  should  at  least  drain,  but  the  wound  may  be  left  open 
and  packed  with  antiseptic  gauze.  The  sutures  may  be  inserted 
and  left  untied  till  a  later  date,  when  it  is  found  that  the  wound 
is  pure,  or  inserted  and  tied  then,  usually  a  few  days  after 
operation. 

To  carry  out  an  operation  on  aseptic  lines  then,  it  is  best 
to  have  a  room  in  which  there  is  good  light,  no  draught,  and 
as  little  dust  as  possible.  Ornaments  and  ornamental  furniture 
harbour  dust  and  therefore  should  be  cleared  out.  It  is  best 
not  to  operate  in  the  room  in  which  the  patient  lies.  The 
requisite  preparations  in  the  room  should,  if  possible,  be  made 
on  the  night  previous  to  operation.  The  room  should  be 
•* dusted"  then  with  a  damp  cloth.  In  an  emergency  case, 
however,  even  though  the  room  be  very  dusty,  do  not  allow 
anyone,  however  well-intentioned,  to  flap  about  a  duster  just 
before  operation.  It  is  best  to  "  let  sleeping  dogs  lie  !  "  The 
necessary  articles  of  furniture  are — one  long  kitchen  table  or 
two  small  ones,  placed  end  to  end  ;  two  little  tables,  one  for 
instruments,  another  for  basins,  or,  instead  of  these,  two  chairs 
with  a  broad  board  between  them  will  do.  Two  or  three  plain 
deal  chairs  should  be  at  hand.  Not  less  than  three  basins,  or 
better  one  large  wash-basin  and  tu'o  lai^e  bowls  for  turpentine 
and  antiseptic  are  necessar>'.  A  large  zinc  pail,  a  zinc  foot- 
bath or  a  tray  with  a  towel  or  some  sawdust  spread  on  it  is 
handy  for  catching  blood  and  for  the  reception  of  soiled  mops, 
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■etc.  To  prevent  staining  of  the  floor  or  carpet,  a  piece  of 
linoleum,  two  or  three  thicknesses  of  newspaper  or  a  fold  or 
two  of  old  carpet  or  sheet  should  be  laid  down. 

The  water  for  the  final  disinfection  of  hands  and  patient's 
skin  should  be  boiled,  if  possible.  One  does  not  like  to  trust 
corporation  water,  even  though  it  is  said  to  be  practically  free 
from  pathogenic  organisms.  Have  then  one  or  two  ewers  of 
water  boiled  on  the  night  previous  and  set  aside  to  cool  covered 
with  clean  towels,  and  order  a  large  kettleful  of  water  to  be 
boiling  ready  for  the  operation.  The  basins  and  jugs  to  be 
used  must  be  thoroughly  washed,  inside  and  out,  preferably 
scalded,  and  covered  with  a  clean  towel  till  used.  One  requires 
to  notice  how  this  is  done,  because  even  though  the  housewife 
will  wash  the  articles  thoroughly  and  possibly  tell  you  that  she 
knows  more  about  that  business  than  you  do  about  your  own, 
yet  she  will  most  likely  dry  them  with  a  dish-clout !  The 
nurse,  if  one  is  available,  carries  out  most  of  these  preliminaries, 
but  until  you  know  and  can  trust  the  niirse,  you  should  always 
supervise  her  as  far  as  possible. 

We  come  now  to  a  matter  more  directly  dependent  on  the 
surgeon,  namely,  the  preparation  of  the  dressings  and  instru- 
ments. To  carry  out  the  method  on  the  lines  I  follow  requires 
an  initial  expenditure  of  about  <;^I2  to  £>\^.  This  money  is 
spent  oa  a  3terilizer  and  kettles  as  originally  manufactured  by 
Lautenschlager  in  Berlin.  A  local  chemist  may  keep  a  sterilizer 
{as,  for  example,  Messrs  Davidson  and  Kay  in  Aberdeen),  and 
you  may  be  saved  this  initial  expense.  I  can  carry  in  a  kettle 
of  this  size,  12^''  x  9",  sufficient  equipment  for  practically  any 
operation.  When  carefully  packed,  it  holds  six  towels,  two 
operation  sheets,  a  mackintosh,  two  or  three  coats,  mops, 
dressings  and  bandages.  These  I  arrange  in  the  order  in  which 
I  shall  require  them  at  the  operation.  On  the  top  are  a  couple 
of  towels  and  a  few  mops  to  be  used  for  disinfection.  Then 
come  coats,  operation  sheets  and  towels  to  be  laid  round  about 
the  field  of  operation,  thus  excluding  septic  blankets  and  sheets ; 
below  those  are  two  or  three  dozen  mops  contained  in  a  piece 
of  gauze,  so  that  they  may  be  lifted  out  and  placed  handy 
during  the  operation  ;  below  these  again  comes  an  abundant 
supply  of  plain  absorbent  cotton  wool  and  gauze  and  various 
«zes  of  bandages.     All  these  articles  are  enclosed  in  a  piece  of 
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gauze,  which  prevents  dust  reaching  them  through  the  holes  in 
the  sides  of  the  kettle  during  transport.  I  have  usually  two  or 
three  such  kettles,  packed  and  sterilized,  ready  for  emei^encies. 
For  sterilization  of  instruments  many  cheap  boilers  are  made» 
but  an  ordinary  small  fish-kettle  does  quite  well.  The  instru- 
ments to  be  used  are  sterilized,  rolled  in  a  sterilized  towel,  and 
carried  thus  to  operation,  when  they  are  laid  out  on  the  sterilized 
towel  on  a  dry  table.  After  the  operation  they  are  rinsed  and 
scrubbed  clean  in  running  water,  polished,  and  laid  aside.  Any 
instrument  that  is  used  in  a  septic  case  is,  however,  boiled  as 
soon  as  possible. 

I  should  like  to  make  a  few  remarks  from  the  anaesthetist's 
point  of  view.  During  the  initial  stages  of  anaesthesia  quiet- 
ness should  be  preserved,  and  the  patient  should  not  be  handled 
till  fully  unconscious.  Avoid,  therefore,  for  example,  washing 
the  patient  or  putting  on  a  tourniquet  until  this  juncture.  The 
stage  of  excitement  is  often  induced  or  aggravated  by  the  too 
frequent  neglect  of  this  precaution,  whereas  it  may  be  entirely 
absent,  even  in  adults,  if  all  stimuli  to  the  sensory  nerves  are 
excluded.  It  can  be  understood  how  important  it  is  that  a 
strong  man  be  not  excited  in  this  way  when  one  is  without 
competent  assistance.  Remember,  too,  that  during  the  operation 
every  disturbance,  however  slight  and  transient,  is  detrimental 
to  the  asepsis  and  considerably  increases  the  risk  of  the  operation^ 
especially  in  laparotomy. 

With  regard  to  after-treatment,  I  shall  touch  on  just  two  or 
three  points.  Dependent  on  the  condition  of  the  patient  are 
the  time  when  food  may  first  be  given  after  operation  and  the 
kind  of  food  given.  Some  can  take  and  retain  ordinary  diet 
from  the  first,  others  have  to  be  very  gradually  brought  round 
to  that  through  a  course  of  liquid  and  sloppy  foods,  at  first  in 
small  quantities,  and  gradually  increased.  In  the  dieting  of 
post-laparotomy  cases  especially,  a  great  change  has  taken  place 
in  recent  years.  Formerly  such  patients  were  almost  starved 
for  at  least  a  week.  Now-a-days  one  goes  on  the  principle 
that  the  more  food  a  patient  can  be  got  to  absorb  the  better. 
The  kind  of  food  varies  with  the  nature  of  the  operation,  other 
things  being  equal.  In  gastro-intestinal  cases  food  that  leaves 
little  residue  to  pass  through  the  part  operated  on  is  allowed 
for  the  first  week  or  two.     With  such  patients  one  should,  I 
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think,  promote  a  movement  of  the  bowels  early — on  the  second 
or  third  day,  certainly  not  later  than  the  seventh  day.  In  cases 
of  herniotomy  when  the  bowel  is  returned  to  the  abdomen, 
I  think  that  the  earlier  the  bowels  are  got  to  move  the 
better  it  is  for  the  patient.  In  these  cases  and  in  other 
operations  where  the  bowel  is  much  handled  or  exposed  it 
is  apt  to  become  more  or  less  paralysed,  even  though  quite 
healthy  in  appearance,  and  it  will  not  pass  on  the  intestinal 
contents,  which  leaves  the  patient  in  as  bad  a  condition  as 
before.  The  contents  then  decompose  more  rapidly,  gases 
distend  the  bowel,  abdominal  pain  and  tenderness  is  complained 
of,  the  bacillus  coli  becomes  virulent  and  rampant,  its  toxins  are 
absorbed  and  exert  their  depressing  influence,  and  finally  it 
passes  through  the  bowel  and  produces  peritonitis.  The  first 
part  of  the  picture,  so-called  pseudo-ileus,  exhibits,  as  you  see, 
the  symptoms  of  incipient  peritonitis,  which  diagnosis  is  con- 
firmed in  the  minds  of  the  unwary  when  true  peritonitis  comes 
on  later  and  is  demonstrated  in  the  post-mortem  room.  A 
high  authority  has  advised  opening  the  bowel  and  flushing  out 
its  toxic  contents  where  strangulation  has  existed  long,  even 
though  the  bowel  be  sound  at  the  point  of  strangulation.  A 
less  heroic  measure  is  to  try  to  stimulate  the  bowel  to  evacuate 
these  contents  per  viam  naturalem.  With  this  end  in  view, 
and  especially  if  the  patient  be  collapsed,  I  usually  give  a 
hypodermic  injection  of  strychnine  at  the  end  of  the  operation, 
and  as  soon  as  possible  begin  giving  ten  to  twenty  drops  of 
liquid  extract  of  cascara,  or  a  grain  of  calomel  every  hour  or 
two  till  the  bowels  move.  In  ordinary  after-sickness  I  have 
found  that  calomel  given  in  this  way  has  been  eflicacious. 
After  perineorraphy,  operation  for  piles,  and  the  like,  aperients 
should  be  given  early,  not  later  than  the  fourth  day,  otherwise 
the  fseces  tend  to  harden  too  much  and  give  greater  pain 
in  passage,  besides  being  more  likely  to  cause  harm  to  the 
sutured  parts.  Inject  an  ounce  or  two  of  warm  olive  oil  before 
the  bowels  actually  move.  This  renders  defaecation  easier  and 
probably  protects  the  wound  as  well. 

Where  severe  haemorrhage  has  occurred,  infusion  of  salt 
solution  should  be  carried  out.  This  should  also  be  remem- 
bered in  bad  cases  of  shock.  As  has  been  already  said, 
one  should  do    it  before   operation  if  there  has  been  much 
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haemorrhage,  and  altogether  I  think  that  it  is  too  often  regarded 
only  as  a  last  remedy ;  this  is  a  mistake.  It  does  no  harm 
when  properly  carried  out,  and  the  improvement  in  the  con- 
dition of  the  patient  in  a  very  short  time  is  alone  quite 
sufficient  to  justify  the  measure.  The  simplicity  of  the 
method  I  am  going  to  describe  to  you  is  a  great  argument 
for  its  employment  in  preference  to  other  methods.  •  The 
materials  required  are  a  small-bore  aspirator  needle  (for 
example,  that  belonging  to  a  Polain's  apparatus),  four  to  six 
feet  of  indiarubber  tubing,  a  fairly  large  glass  filler  and  a  jug 
capable  of  holding  a  pint  or  two.  Where  an  ordinary  irrigator- 
reservoir  is  to  be  had,  it  is  better  to  use  that.  All  these  should 
be  boiled  if  possible.  One  must  be  careful  to  heat  and  cool  the 
glass  vessels  slowly  else  they  will  crack.  Make  up  the  salt 
solution  to  a  specific  gravity  of  about  1027  (two  large  tea- 
spoonfuls  to  the  pint)  and  boil  it,  make  it  slightly  alkaline  with 
carbonate  of  soda,  and  add  a  few  drops  of  ammonia  as  a 
stimulant  Connect  the  aspirator  needle  to  one  end  of  the 
tubing  and  the  irrigator  or  funnel  to  the  other,  bring  the  salt 
solution  to  a  temperature  of  102°  to  105°  F.  (It  becomes  cooled 
as  it  passes  through  the  tube.)  Fill  the  irrigator  arid  funnel 
with  it  and  rush  the  air  out  of  the  tube.  Then  push  the 
needle  under  the  skin  in  any  situation  where  the  subcutaneous 
tissue  is  loose  and  plentiful,  for  example  in  the  infraclavicular 
region  or  over  the«abdomen,  or  in  women  under  the  mamma. 
In  the  latter  case  lift  up  the  breast  and  push  the  needle 
in  at  its  base  parallel  to  the  chest  wall.  Of  course  the 
skin  should  be  disinfected.  Now  elevate  the  irrigator  from 
two  to  six  feet  above  the  level  of  the  patient,  judging  of 
the  height  required  by  the  rate  at  which  the  solution  runs 
in.  The  skin  becomes  rapidly  bulged  out.  Much  pain 
is  caused  in  some  cases  if  this  bulging  projects  more  than 
\"  to  2"  from  the  surrounding  skin-level.  Massage  the 
edge  of  the  swelling  to  promote  absorption.  Ten  to.  fifteen 
ounces  or  more  may  be  injected  at  one  place,  and  if  it  be  neces- 
sary to  inject  more  than  that  the  needle  may  be  shifted,  say  to 
the  opposite  side.  The  breasts  become  erect  when  their  con- 
nective tissue  spaces  are  filled  with  solution,  and  some  of  the 
fluid  may  run  from  the  nipple.  One  or  two,  or  even  more 
pints  altogether  may  be  injected  in  bad  cases.     One  need  not 
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be  greatly  afraid  of  infusing  too  much,  as  the  kidneys  soon  ex- 
crete any  excess.  By  this  method  a  more  normal  fluid  passes 
into  the  general  circulation  than  by  other  methods  ;  the  salt 
solution  mixes  with  lymph  as  it  becomes  absorbed  through  the 
lymphatics.  Other  advantages  of  the  method  are  that  no  accu- 
rate knowledge  of  anatomy  is  required  and  no  troublesome 
dissection  of  vein  or  artery  is  entailed.  One  simply  guards 
against  pushing  the  needle  below  the  deep  fascia,  otherwise 
much  pain  may  be  caused  and  the  fluid  will  not  enter  properly. 
There  are  many  other  points  I  might  touch  upon  if  time 
permitted,  but  I  hope  that  what  I  have  said  has  interested  you, 
and  that  it  may  prove  useful.  In  conclusion,  I  should  like  to 
urge  upon  you  the  importance  of  seeing,  studying,  and  practis- 
ing, whilst  you  are  students,  every  detail  that  tends  to  efficient 
working  and  to  the  comfort  and  health  of  the  patient. 


A  CASE  OF  HEREDITARY  SYPHILITIC  OSTEITIS 

By  ALEXANDER  JAMES,  M.D.,  F.R.C.P.Ed., 
Physician  to  the  Royal  Infirmary,  Edinburgh 

J.  W.,  aged  1 8,  a  worker  in  bottle  works,  was  admitted  to  the 
Royal  Infirmary,  December  8,  1898,  complaining  of  swelling 
in  the  right  leg,  headache,  and  weakness  in  the  right  hand  and 
arm. 

Family  history, — Although  syphilis  is  denied  on  the  part 
of  either  parent,  there  is  practical  certainty  of  its  existence. 
The  father  is  aged  40,  the  mother  47,  and  the  following  is  the 
list  of  children  and  miscarriages. 

1.  A  boy,  by  another  father.  Had  pains  and  swellings  in 
his  legs,  and  the  pains  were  distinctly  worse  at  night.  Died, 
s^ed  1 3  years,  from  inflammation  of  the  lungs. 

2.  Boy,  died  aged  7  weeks,  cause  unknown. 

3.  Boy,  died  aged  6  days,  had  a  swelling  on  his  back  at 
birth — [spinabifida  (?)].  Mother  says  that  she  hurt  her  back 
when  pregnant  with  this  child. 

4.  The  patient. 

5.  A  miscarriage  at  the  3rd  month. 

6.  Boy,  died  aged  1 1  months,  cause  not  clear,  but  had  a 
rash  on  the  skin. 
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7  and  8.  Two  miscarriages,  about  the  3rd  month. 

9,  10,  II  and  12.  Four  children,  now  alive  and  healthy. 

This  patient  had  no  snuffles  nor  rash  in  infancy,  but  had 
keratitis,  leaving  spots  on  the  eyes,  when  aged  2  years.  At 
the  age  of  3  had  scarlatina,  and  at  this  time  a  slight  squint  of 
the  right  eye  was  noticed.  At  the  age  of  8  had  measles  and 
whooping-cough.     Never  had  any  accidents. 

His  present  illness  seems  to  have  begun  when  he  was 
about  9  years  old,  shortly  after  his  attack  of  whooping-cough. 
He  began  to  complain  of  pains  in  his  arms  and  legs,  the  pains 
being  much  worse  at  night  About  that  time  (1891)  Dr 
John  Thomson  saw  him  and  found  the  lower  ends  of  both 
humeri  thickened  and  tender,  and  a  large  flat  node  on  the 
right  tibia,  about  the  junction  of  the  middle  and  upper  third. 
Dr  Thomson  also  found  a  similar  but  smaller  node  on  the  left 
tibia,  and  a  thickening  of  the  spine  of  the  right  scapula. 
Iodide  of  potass  was  administered,  and  the  patient  improved 
very  much. 

In  1893  Dr  Thomson  again  saw  him,  and  found  nodes  on 
both  tibiae,  especially  the  right,  and  a  thickening  at  the  lower 
end  of  the  right  humerus.  The  first  photograph,  for  which 
I  have  to  thank  Dr  Thomson,  shows  his  condition  at  that 
time. 

In  1897  he  came  into  my  ward  in  the  Infirmary,  com- 
plaining of  pains  in  the  legs,  especially  the  right  At  that 
time  I  found  diffused  thickening  and  elongation  of  the  right 
tibia.  The  left  tibia  was  also  enlarged,  but  not  so  much  so. 
No  complaint  was  made  then  as  regards  the  arms.  He 
improved  very  much  under  the  iodide  of  potass  and  rest,  and 
after  some  weeks  was  discharged  much  improved. 

In  May  1898,  he  noticed  that  the  index  and  middle 
fingers  of  his  right  hand  were  becoming  weak.  Gradually 
the  other  fingers  became  involved,  so  that  at  the  end  of  a 
month,  movements  of  the  fingers  and  hand  were  lost  About 
the  end  of  October  he  began  to  suffer  from  headaches.  These 
were  worse  at  night,  and  the  pain  seemed  always  to  be  most 
severe  over  the  left  eyebrow.  About  a  week  after  this,  twitch- 
ings  of  the  muscles  of  the  right  hand  and  arm,  occurring  with 
periods  of  unconsciousness,  were  noticed.  About  the  same 
time  vomiting  occurred  at  times.     These  symptoms  led  him 
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again  to  seek  admission  to  the  Infirmary,  and  he  was  admitted 
as  above. 

State  on  admission, — He  is  a  badly-grown  boy,  of  about 
S  feet  4  inches  in  height,  and  weighs  6  stones.  His  mus- 
cularity is  very  poor,  he  is  apathetic,  his  pulse  is  usually  about 
70,  and  his  temperature  normal  (see  photograph  No.  2). 

Locomotory  system, — The  right  tibia  is  thickened  along  its 
whole  length.  It  is  slightly  curved  inwards,  and  is  about  \ 
inch  longer  than  its  fellow.  The  left  tibia  seems  also  some- 
what enlarged,  but  very  slightly  so  in  comparison  with  the 
right. 

Nervous  system, — Sensibility  to  touch,  pain  and  temperature 
appears  unimpaired  all  over.  It  is  possible  there  may  be  some 
impaired  sensibility  in  the  right  arm,  but  the  patient  is  so 
apathetic  that  we  cannot  make  sure  of  this.  He  states  that 
of  late  his  vision  has  become  somewhat  blurred,  and  he  notices 
this  especially  on  awaking  from  sleep  in  the  mornings.  On 
examination  of  the  eyes,  the  appearance  of  slight  old  keratitis 
was  found  on  the  right.  Both  pupils  reacted  normally  to 
light  and  accommodation.  There  was  a  slight  amount  of  optic 
neuritis,  especially  on  the  left  eye. 

Hearing  and  taste  were  apparently  normal,  and  he  stated 
that  he  never  possessed  the  sense  of  smell. 

Voluntary  motor  power  in  the  muscles  of  the  right  hand 
and  forearm  was  practically  lost.  As  regards  reflexes,  the 
plantar  and  epigastric  were  rather  more  marked  on  the  left 
side ;  the  cremaster  was  present  on  both  sides.  The  knee  and 
ankle  jerks  were  absent  on  both  legs. 

Hcemopoietic  and  circulatory  systems,  —  The  lymphatic 
glands  on  both  groins  were  enlarged,  as  also  were  those  in  the 
neck  and  submaxillary  regions,  and  the  epitrochlear  glands. 
Those  in  the  axillae  were  not  markedly  enlarged.  The  spleen 
was  enlarged,  measuring  7i  by  5  inches.  The  thyroid  was  nor- 
mal. The  heart  appeared  normal  as  regards  size,  and  its  sounds 
were  closed.  The  pulse,  about  70  per  minute,  was  of  low  ten- 
sion, and  the  arterial  walls  somewhat  thickened.  The  thicken- 
ing was  well  marked  in  the  veins  of  the  legs  ;  the  right  long 
saphenous  vein  could  be  traced,  like  a  fibrous  cord,  from  the 
dorsum  of  the  foot  to  the  groin. 

The  respiratory  system  was  normal. 
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The  urine,  normal  in  amount,  was  of  spg.  1015,  neutral 
in  reaction,  and  showed  usually  a  deposit  of  amorphous 
phosphates. 

The  diagnosis  made  was  hereditary  syphilis — nodes  fol- 
lowed by  chronic  osteitis,  specially  of  the  right  tibia,  producing 
a  condition  of  local  gigantism — tumour,  probably  gummatous, 
about  the  arm  area  on  the  left  side  of  the  brain. 

The  patient  was  put  on  large  doses  of  iodide  of  potass,  and 
he  improved  somewhat  as  regards  the  headaches  and  general 
condition.  After  two  weeks  in  hospital,  he  determined  to  go 
home.  There  his  condition  soon  became  worse,  and  he  died 
comatose  on  January  1 8th.  The  post-mortem  examination  was 
made,  under  rather  unfavourable  conditions,  at  his  own  house. 
A  gummatous  tumour  about  the  size  of  a  golf  ball  was  found 
about  the  middle  of  the  left  rolandic  area.  The  nerves  were 
not  examined,  but  a  disc-like  portion  of  the  enlarged  right  tibia, 
near  its  upper  part,  was  obtained.  This  showed  great  enlarge- 
ment, measuring  in  diameter  if  inch  by  i^  inch.  It  was 
softened  in  corrosive  and  cut.  Under  a  low  power,  as  the 
photograph  shows,  the  section  appears  much  like  a  section  of 
a  cancellated  bone.  It  shows  a  thin  rim  of  compact  tissue 
around,  with  cancellated  tissue  all  through,  and  practically  no 
medullary  cavity.  With  higher  powers  the  interspaces  of  the 
trabeculae  are  seen  to  be  filled  up  mainly  by  fat  cells.  Here 
and  there,  however,  a  few  marrow  cells  are  to  be  seen. 

Remarks, — Here  we  believe  we  have  a  case  of  a  distinct 
specific  lesion,  viz.,  the  formation  of  a  node,  followed  by  the 
disappearance  of  the  node  and  the  development  of  a  less 
specific  condition,  an  osteitis.  In  the  development  of  the  node 
we  recognise  what  Foumier  ^  and  others  would  call  syphilis  "en 
nature."  In  the  osteitis  we  recognise  the  existence  of  patho- 
logical characters  which  would  be  called  "  parasyphilitique," 
"  dystrophique,"  or  "  toxinique."  In  this  latter  condition  we 
recognise  as  the  factor  the  innate  constitutional  deficiency, 
rather  than  the  specific  virus. 

A  point  worthy  of  remark  here  is  that  this  patient,  after 
getting  quit  of  the  nodes  on  the  bones  and  showing  only  the 
osteitis,  yet  died  eventually  of  a  gumma  of  the  brain. 

This  osteitis  has,  as  the  section  of  the  bone  shows,  caused, 

^  Stigmates  dystrophiques  de  rh^r^o-sjrphilis.     Edmond  Fournier.    Paris,  1898. 
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as  regards  its  tissue,  an  increase  in  quantity  at  the  expense  of 
quality,  a  sacrifice,  as  it  were,  of  development  to  growth.  The 
affected  bone,  composed  mainly  of  cancellated  tissue  with  no 
medullary  cavity,  has,  as  it  were,  reverted  to  an  earlier  develop- 
mental stage. 

With  the  increase  in  thickness  there  has  also  been  an 
increase  in  the  length  of  the  bone,  a  partial  gigantism.  Similar 
cases  have  been  described  by  Foumier  and  others,  and  it  has 
been  asserted  that,  as  the  result  of  hereditary  syphilis,  general 
gigantism  may  be  brought  about.  Fournier  gives  several  ex- 
amples of  publicly  exhibited  giants  who  were  undoubtedly  of 
syphilitic  heredity.  He  also  points  out  that  dwarfishness  can, 
on  the  other  hand,  be  attributed  often  to  hereditary  syphilis, 
an  illustration  of  what  we  often  see  in  nature,  viz.,  the  same 
cause  producing  opposite  results  in  different  cases. 

A  further  point  of  interest  here  is,  as  regards  how  the 
elongation  of  the  bone  has  been  brought  about  As  we  all 
know,  a  bone  is  said  to  elongate  by  the  formation  of  new  bone 
and  cartilage  between  the  shaft  and  epiphyses.  Certainly  in 
our  patient,  dying  at  the  age  of  eighteen,  there  was  time  left 
for  elongation  to  take  place  at  those  points.  But  the  micro- 
scopic examination  of  the  shaft  suggests  that  elongation  must 
have  taken  place  in  it  also.  The  same  pathological  change 
which  led  to  an  increase  in  the  thickness  of  the  shaft,  with 
diminution  in  the  size  of  the  medullary  cavity,  must  certainly 
also  have  led  to  its  elongation. 

Finally,  whilst  the  usual  effect  of  syphilitic  or  parasyphilitic 
constitutional  conditions  is,  as  regards  bone,  to  cause  an  undue 
condensation  rather  than  a  replacement  of  its  compact  by  can- 
cellated tissue  as  in  this  case,  it  may  be  suggested  that  here 
we  view  the  pathological  process  at  one  stage  only.  Had  this 
boy  lived  a  few  years  longer,  we  might  have  found  this 
"  rarified  "  bone  becoming  again  compact  bone,  just  as  it  had 
done  at  an  earlier  developmental  stage.  That  is  to  say,  we 
might  have  found  development  again  supervening  on  growth. 
It  is  evident  that  in  this  case  the  amount  of  compact  tissue 
would  have  been  excessive. 
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THE  TREATMENT  OF   ECLAMPSIA   BY   INTER- 
CELLULAR INJECTION  OF  SALINE  FLUID 

Read  before  the  Edinburgh  Obstetrical  Society,  June  14th 

By  ROBERT  JARDINE,  M.D., 
Physician  to  the  Glasgow  Maternity  Hospital 

With  the  exception  of  concealed  accidental  haemorrhs^e  and 
rupture  of  the  uterus,  there  is  no  more  fatal  complication  met 
with  in  midwifery  work  than  eclampsia.     It  would  serve  no 
good  purpose  to  discuss  the  various  theories  which  have  been 
advanced  from  time  to  time  as  to  the  cause  of  the  convulsions. 
I  think  I  am  safe  in  saying  that  the   fits  are  caused  by  a 
toxaemia  of  a  urinary  nature,  or  in  other  words,  toxic  substances 
are  retained  in  the  blood  which  should  have  been  excreted  by 
the  kidneys.     The  liver  seems  involved  in  some  way,  but  how 
I  do  not  know.     The  kidneys  are  unable  to  overtake  the  extra 
work  thrown  upon  them,  and  the  poison,  whatever  it  is,  gradu- 
ally accumulates  in  the  blood  until   the  nervous   centres  are 
seriously  affected,  and  an  explosion  takes  place  in  the  form  of 
convulsions.     The   presence  of  albumen  in  the  urine  merely 
indicates  that  the  kidneys  are  sadly  out  of  gear.     The  line  of 
treatment  which  I  have  been  trying  for  some  little  time  now  is 
based  upon  the  above  suppositions. 

If  we  have  a  toxic  substance  circulating  through  the  system, 
there  are  three  main  channels  through  which  it  may  be  got 
rid  of,  viz.,  the  bowels,  the  skin,  and  the  kidneys.  All  these 
channels  are  useful,  but  the  most  useful  one  will  be  the  one 
belonging  to  the  system  which  is  chiefly  involved.  For  in- 
stance, if  the  toxaemia  arise  from  absorption  through  the 
bowels  as  with  a  faecal  accumulation,  the  bowels  must  be 
thoroughly  cleared  out.  In  the  case  of  eclampsia,  it  is  the 
urinary  system  which  is  chiefly  at  fault,  and  this  is  the  channel 
through  which  we  should  strive  to  get  rid  of  the  poison.  At 
the  same  time  the  two  other  channels  must  not  be  neglected. 
The  value  of  purgation,  diaphoresis  and  diuresis  in  the  treat- 
ment of  eclampsia  has  long  been  recognised,  and  if  a  case  is 
taken  in  hand  before  the  onset  of  the  convulsions,  the  ad- 
ministration of  drugs  to  bring  about  these  three  actions  will,  in 
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nearly  every  case,  prevent  the  fits.  When  the  fits  have  come 
on,  purgation  and  diaphoresis  can  usually  be  brought  about  by 
means  of  croton  oil  (though,  by  the  way,  it  is  a  very  uncertain 
drug  in  these  cases),  enemata,  etc.,  and  a  hot  pack  or  bath.  To 
get  the  kidneys  to  act  is  another  story.  The  patient  very  often 
cannot  swallow,  and  if  she  can,  diuretics  by  the  mouth  are  slow 
in  action,  and  time  is  of  the  utmost  importance.  It  is  with  the 
idea  of  getting  the  kidneys  to  act  freely  and  as  quickly  as  pos- 
sible that  I  have  adopted  the  method  of  giving  large  saline 
injections  into  the  subcutaneous  tissues  of  the  body.  The 
record  of  the  following  cases  proves,  to  my  mind  at  least,  that 
it  is  a  method  of  treatment  worth  carrying  out 

The  solution  I  first  used  consisted  of  one  part  bicarbonate 
of  potash  to  three  of  common  salt,  i  dr.  to  the  pint  of  sterilized 
water  at  i  oo°F.  The  bicarbonate  of  potash  was  added  on  ac- 
count of  its  powerful  diuretic  action.  Potash,  when  thrown 
directly  into  the  blood,  is  a  powerful  poison,  while  soda  is  not 
Unfortunately  the  diuretic  action  of  the  soda  salts  is  feeble 
compared  with  that  of  the  potash  ones.  In  none  of  the  cases 
have  I  seen  anything  that  would  lead  me  to  suppose  there  had 
been  any  poisoning.  In  the  last  seven  cases  the  potash  has 
been  increased  to  equal  parts  with  the  common  salt.  That 
amount  may  be  somewhat  risky,  but  I  cannot  say  we  have 
seen  any  symptoms  pointing  to  that,  and  perhaps  it  would  be 
well  to  lessen  the  strength  of  it  Professor  Stockman  has 
advised  me  to  try  acetate  of  soda,  and  I  intend  doing  so.  It 
is  not  so  good  a  diuretic,  but  is  non-poisonous.  Eclamptic 
patients  take  such  large  doses  of  exceedingly  poisonous  drugs, 
such  as  chloral,  veratrum  viride  and  morphia,  that  they  seem 
proof  against  anything. 

The  apparatus  used  is  a  simple  one  of  an  aspirator  trocar 
and  cannula,  a  few  feet  of  tubing,  a  test-tube  shaped  filler  and 
a  piece  of  adhesive  plaster.  The  whole  can  be  sterilized. 
Messrs  Gardner  &  Son  have  fitted  one  in  a  case  for  me. 
The  injection  may  be  made  into  any  part  of  the  body  where 
the  tissues  are  loose.  Under  the  edge  of  the  breast  is  a  con- 
venient place  before  delivery,  and  the  lax  abdominal  wall  after. 
I  have  run  a  pint  in  in  four  minutes.  Absorption  begins  at  once, 
and  it  will  all  have  disappeared  in  fifteen  or  twenty  minutes. 
In  cases  of  severe  haemorrhage  this   method   of  injection   is 
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a  most  valuable  one.  Common  salt  solution,  i  dr.  to  the  pint, 
should  then  be  used.  In  several  cases  I  have  injected  from 
three  to  four  pints  in  practically  pulseless  women  and  have 
brought  them  round.  In  upwards  of  fifty  injections  we  have 
never  had  an  abscess  form,  or  the  puncture  give  any  trouble. 
There  is  some  pain  for  a  little,  but  it  subsides  as  the  tension 
disappears. 

I  shall  now  give  notes  of  the  cases  treated  by  myself  and 
my  colleague,  Dr  Black.  From  them  you  will  see  that  we 
have  tried  various  drugs  to  control  the  fits. 

Case  I. — Mrs  G.,  i-para,  act  27,  six  months  pregnant, 
admitted  in  a  dying  condition.  She  had  had  eight  fits.  There 
was  slight  cedema  of  the  legs  and  face.  The  urine  was  very 
bloody,  and  became  nearly  solid  on  boiling.     Pulse  very  feeble 

Treatment — Chloral  s^id  bromide  and  CHCI3  Ether  was 
given  hypodermically  as  the  pulse  was  almost  imperceptible 
The  OS  admitted  one  finger  but  the  cervix  was  very  rigid.  I 
tried  to  dilate  it  but  desisted  as  she  was  evidently  dying. 
Nearly  two  pints  of  a  normal  saline  solution  were  injected 
into  the  areolar  tissues  of  the  right  axilla.  This  improved 
the  pulse,  but  she  gradually  sank  and  died  undelivered  four 
hours  after  admission.  She  had  four  fits  after  admission,  mak- 
ing twelve  in  all.  This  was  the  first  case  in  which  I  used 
the  injection,  but  there  was  no  bicarbonate  of  potash  in  it  It 
was  a  hopeless  case.  At  the  post-mortem  the  kidneys  were 
found  markedly  hyperaemic. 

Case  II. — E.  M.,  i-para,  aet  17,  admitted  31st  August 
1897,  9.15  P.M.,  delivered  at  10.30.  Child,  female,  alive, 
weighed  6  lb. 

She  was  first  seen  at  home  by  a  nurse.  A  fit  came  on 
before  the  nurse  had  time  to  examine  her. 

Previous  History, — In  infancy  she  had  had  scarlet  fever 
followed  by  dropsy,  and  when  five  years  old  she  was  said  to 
have  had  dropsy  again.  For  the  last  three  or  four  weeks 
swelling  of  the  legs  had  been  noticed. 

When  Dr  Barker,  the  out-door  surgeon,  saw  her  she  was 
having  a  fit.  He  gave  her  CHCI3,  and  had  her  removed  at 
once.  The  os  was  nearly  fully  dilated.  Half  an  hour  later 
the  head  was  almost  on  the  perineum.  She  was  given  CHCI3, 
and  delivery  effected  by  forceps.     Post-partum  bleeding  was 
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encouraged  but  very  little  came,  and  what  did  was  very  dark 
in  colour.  An  enema  of  60  grs.  bromide  and  30  of  chloral 
was  given.  She  had  a  seizure  two  hours  later,  and  she  became 
very  restless ;  2  drs.  bromidia  were  given  by  the  rectum. 
She  became  quieter,  and  dozed  during  the  night.  The  bowels 
were  freely  moved.  There  was  very  little  urine  passed  ;  specific 
gravity,  1026  ;  considerable  albumen. 

\st  September, — She  looked  very  dull  and  could  hardly  be 
got  to  take  any  nourishment.  She  had  three  slight  and  one 
severe  fit  during  the  afternoon.  For  the  latter  she  was  given 
CHCI3.  At  noon,  2  drs.  bromidia  were  given  by  the  rectum, 
and  the  same  later  in  the  afternoon.  Towards  evening  a  good 
deal  of  throat  rattle  was  observed.  She  passed  a  fairly  quiet 
night,  but  would  not  drink  much,  and  the  urine  was  very 
scanty.  Pulse  has  all  along  been  about  1 20,  of  high  tension 
and  regular. 

2nd  September, — She  was  very  drowsy  ;  pulse  now  about 
1 30,  irregular  and  intermitting.  The  albumen  was  less,  but 
there  was  very  little  urine  being  passed.  She  would  drink 
scarcely  anything. 

In  the  evening  she  was  very  drowsy  and  could  scarcely  be 
roused.  The  skin  was  very  dry,  and  the  pulse  was  markedly 
intermittent.  At  9.30  P.M.,  20  minims  tinct.  verat.  virid.  were 
given  hypodermically,  ^o  oz.  saline  solution  injected  into  the 
areolar  tissue  of  the  left  axilla,  and  the  patient  put  into  a  hot 
wet  pack.  Before  half  the  saline  solution  was  injected  she 
became  perfectly  conscious,  and  drank  freely  of  imperial  drink 
and  milk.  In  an  hour  and  a  half  the  pulse-rate  had  fallen  30 
beats,  and  in  another  hour  10  more,  and  was  quite  soft  and 
steady.     She  passed  a  fairly  good  night  and  drank  freely. 

%rd  September, — She  was  much  better.  Had  drunk  in  all 
100  oz.  of  milk  and  imperial  drink.  The  urine  had  increased 
markedly,  but  it  could  not  be  measured,  as  some  was  lost  with 
the  motions.     Pulse  96,  regular,  high  tension. 

4/A  September, — In  last  twenty-four  hours,  96  oz.  of  urine 
were  measured,  besides  what  was  passed  with  two  free  motions. 
Next  day,  1 00  oz.  of  urine  were  collected  ;  albumen  still  present. 

On  the  7th  she  developed  a  dry  pleurisy  in  the  right  side, 
above  the  liver.  The  friction  disappeared  in  four  days.  By 
the  1 8th  she  was  very  well,  but  anaemic-looking. 
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Case  III. — Mrs  B.,  i-para,  act.  28,  seven  months  pregnant 
When  admitted  at  5  P.M.  she  was  in  a  drowsy  condition, 
alternating  with  frequent  periods  of  extreme  restlessness.  She 
had  been  having  fits  hourly  since  the  morning.  She  had  three 
shortly  after  admission.  Her  pulse  was  of  high  tension,  1 30  to 
140.  Fifteen  minims  tr.  veratrum  viride  were  injected  hypo- 
dermically,  and  within  half  an  hour  the  pulse-rate  fell  to  no. 
For  three  hours  it  remained  slower  than  this.  The  os  was 
only  slightly  dilated.  Four  hours  later  the  os  was  in  nearly  the 
same  condition.  Under  CHCI3  dilatation  was  effected  by 
means  of  Hegar's  dilators  and  the  fingers,  and  the  child  was 
delivered  with  forceps.  It  was  still  bom.  A  pint  of  saline 
was  injected  into  the  right  axilla  immediately  after  delivery. 
The  pulse  was  now  1 30,  but  of  low  tension.  The  urine  be- 
came solid  on  boiling. 

She  remained  semi-comatose  for  forty  hours  after  delivery. 
During  all  this  time  there  was  constant  spasmodic  movements 
of  the  right  leg  and  of  both  eyeballs.  She  was  freely  stimu- 
lated with  brandy  every  hour,  and  given  a  diuretic  and  milk. 
In  the  first  and  second  twelve  hours  only  1 4  oz.  and  15  oz.  of 
urine  were  collected.  Early  on  the  morning  of  the  second  day 
she  became  collapsed.  Hypodermics  of  strychnine  and  ether 
were  given,  and  hot  fomentations  applied  over  the  heart  At 
this  time  her  pulse  was  1 44,  and  very  feeble.  During  the  third 
twelve  hours,  1 7  oz.  of  urine  were  collected.  I  again  injected 
a  pint  of  saline  into  the  left  axilla,  with  the  result  that  during 
the  next  twelve  hours  she  excreted  69  oz.  of  urine.  During 
each  consecutive  twelve  hours  1 1 5  oz.,  63  oz.,  60  oz.,  54  oz., 
70  oz.,  and  60  oz.  were  collected.  Over  and  above  these 
amounts,  a  good  deal  was  lost  with  the  motions.  The  albumen 
quickly  lessened  in  amount.  The  first  three  specimens  of  urine 
drawn  off  after  injection  were  quite  milky  in  appearance  from 
urates,  which  remained  suspended  and  did  not  deposit  as  urates 
usually  do,  although  we  kept  the  specimens  for  several  days. 
This  may  have  been  due  to  the  large  amount  of  albumen  pre- 
sent. In  all  the  other  cases  the  urine  was  in  the  same  condi- 
tion, but  I  do  not  remember  ever  noticing  it  in  cases  which 
were  not  injected. 

She  made  a  slow  recovery. 

Case   IV. — Mrs  D.,  i-para,  aet.  22,  six  months  pregnant 
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She  had  had  headaches  daily  for  about  six  weeks.  Her  urine 
had  been  high  coloured  for  two  months,  and  scanty  for  the  last 
month.  During  the  night  of  1 3th  May  her  headache  had  be- 
come very  severe,  and  vomiting  had  come  on.  About  midday 
on  the  1 4th  she  had  a  fit,  and  a  second  one  about  2  P.M.  She 
was  brought  to  the  hospital  about  9  P.M.  There  was  very  little 
cedema  of  the  legs.  There  were  no  uterine  contractions,  but  the 
OS  admitted  one  finger.  The  fcetal  heart  was  audible.  The 
urine  became  almost  solid  on  boiling.  An  enema  was  given, 
and  just  as  it  began  to  act  she  was  seized  with  a  very  violent 
convulsion.  After  it  passed  off  she  was  drowsy  but  not  un- 
conscious. Her  pulse  was  130,  and  of  very  high  tension,  I 
at  once  gave  her  a  hypodermic  of  tr.  veratrum  viride  (15 
minims),  and  injected  a  pint  of  saline  into  the  right  axilla. 
The  pulse-rate  fell  1 5  beats  in  half  an  hour,  and  came  down  to 
90  in  a  few  hours.  The  bowels  were  thoroughly  cleared  with 
croton  oil.  She  passed  a  fairly  comfortable  night,  except  for 
headache.  She  was  given  some  brandy  and  put  on  a  diuretic 
mixture  and  milk.  Twelve  ounces  of  urine  were  collected  in 
the  first  twelve  hours,  but  a  great  deal  was  lost  with  the 
motions.  It  was  thick  and  milky,  and  did  not  deposit  the 
urates.  There  were  some  hyaline  and  granular  casts,  but  no 
blood  in  it.     The  albumen  had  not  diminished  much. 

Next  day  she  was  feeling  comfortable,  and  passed  over  60 
oz.  urine.  During  the  next  two  days  she  passed  130  oz.  and 
210  oz.  The  albumen  was  lessening.  She  kept  well,  and 
passed  large  quantities  of  urine  until  the  21st,  a  week  from  the 
first  seizure,  when  labour  came  on  and  a  dead  child  was  bom 
naturally.  It  had  been  alive  until  the  labour  came  on.  She 
had  three  doses  of  chloral  to  relax  the  cervix,  and  CHCI3  was 
administered  towards  the  end  of  the  second  stage. 

During  the  puerperium  the  diuresis  continued,  and  the 
albumen  disappeared.     She  made  a  normal  recovery. 

Case  V. — Single,  i-para,  a^t  23  ;  full  time  ;  twins.  Her 
previous  health  had  always  been  good.  Six  weeks  ago  her 
feet  and  ankles  had  become  swollen,  and  her  face  puffy  in  the 
mornings.     Her  father  was  a  twin. 

Her  pains  began  on  the  i6th,  and  she  was  seen  by  two 
students,  who  found  the  os  slightly  dilated.  They  gave  her 
an   enema,    which    cleared    the  bowels   thoroughly.      On  the 
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morning  of  the  i8th  two  nurses  saw  her  about  9  A.M.,  and 
found  a  child  had  been  bom  before  their  arrival.  Her  friends 
stated  that  she  had  had  a  fit  just  as  the  child  was  coming  into 
the  world.  The  abdomen  was  still  very  large,  and  a  second 
child  was  diagnosed.  When  the  resident  arrived  he  found  her 
in  a  fit,  so  he  gave  her  CHClg,  and  had  her  removed  at  once. 
On  admission  at  1 1  A.M.  a  hypodermic  of  morphia  (half  a 
grain)  was  given,  and  the  second  child  delivered  by  forceps. 
The  child,  a  male,  like  the  first,  was  alive.  They  weighed 
6  lb.  and  6J^  lb.  respectively.  A  large  double  placenta, 
partially  attached,  but  with  distinct  sacs,  was  expelled  along 
with  considerable  clot  in  about  ten  minutes.  It  weighed 
2 1  lb.  A  very  severe  post-partum  haemorrhage  came  on. 
An  intra-uterine  douche  of  sterilized  water  (116°)  was  given, 
and  ergotin  hypodermically.  The  pulse  became  almost  im- 
perceptible. Twenty  minims  of  ether  and  one-fortieth  grain 
of  strychnine  were  given  hypodermically,  and  over  2  pints  of 
saline  solution  were  run  into  the  rectum,  and  i  \  pint  into  the 
right  infra-mammary  region.  The  pulse  improved,  but  was 
still  very  rapid  and  weak  (175).  A  second  hypodermic  of 
ether  was  given,  and  2  oz.  of  brandy  by  the  rectum.  The 
foot  of  the  bed  was  raised.  She  was  given  2  drs.  of  brandy 
by  the  mouth  every  hour,  and  as  much  milk  and  soda  as  she 
could  drink.  The  pulse  gradually  improved.  Four  and  a  half 
ounces  of  urine  were  drawn  off  in  the  evening.  It  contained 
blood,  and  was  heavily  loaded  with  albumen. 

The  following  amounts  of  urine  were  measured  during  the 
next  four  days,  besides  what  was  lost  with  the  motions,  viz., 
1 09  J  oz.,  149^  oz.,  92  oz.,  and  83  oz.  Her  pulse  remained 
about  120  for  a  considerable  time. 

She  made  a  fairly  good  recovery. 

In  my  clinical  remarks  during  the  delivery  I  said  I  hoped 
she  would  bleed,  but  I  did  not  count  on  having  to  cope  with 
such  an  alarming  haemorrhage.  In  my  experience  of  eclamp- 
sias, which  has  been  a  fairly  large  one,  I  have  only  seen  one 
other  case  of  post-partum  haemorrhage,  although  many  of  them 
have  been  under  CHCI3  for  a  long  time,  and  the  uterus  has 
purposely  been  left  to  relax  if  it  would.  In  this  case  the  twin 
pregnancy  was  the  cause.  I  was  thankful  that  morphia  had 
been  used  instead  of  veratrum  viride  ;  I  feel  sure  the  depres- 


The  Treatment  of  Eclampsia  313 

sing  action  of  the  latter  would  have  added  a  very  grave  risk, 
and  perhaps  have  caused  her  death. 

Case  VI. — Mrs  D.,  aet.  27,  i-para,  treated  by  Dr  Black. 
This  patient  was  sent  into  the  Hospital  by  Dr  Barras.  She 
afterwards  stated  that  for  the  last  month  she  had  noticed  her 
l^s  and  feet  swollen,  and  her  face  markedly  so  in  the  morn- 
ings. She  had  frequently  noticed  dark  spots  before  her 
ey^s^  and  at  times  her  vision  had  completely  failed  for  a 
few  seconds.  She  had  also  suffered  from  severe  cramps  in 
her  fingers. 

On  admission  at  1.30  P.M.  on  January  ist,  she  was  just 
recovering  from  a  fit  which  she  had  had  in  the  ambulance 
waggon.  This  was  the  fourth  fit  since  7  A.M.  She  had 
been  unconscious  from  the  first  seizure.  Chloroform  was  at 
once  administered,  and  Dr  Black  sent  for,  but  before  he 
arrived  she  had  another  fit  As  the  os  was  sufficiently 
dilated,  forceps  were  applied  and  delivery  effected.  The 
child  could  not  be  resuscitated.  Immediately  after  delivery 
slightly  over  a  pint  of  saline  fluid  was  injected  into  the 
right  axilla  and  a  hot  pack  applied.  After  this  she  had  a 
slight  seizure,  and  as  she  seemed  restless  \  gr.  of  morphia 
was  given  hypodermically.  She  fell  asleep,  and  did  not 
waken  properly  until  next  morning.  She  had  no  recollec- 
tion of  what  had  happened. 

A  catheter  specimen  of  urine  drawn  off  on  admission  was 
found  to  be  almost  solid  with  albumen  and  to  contain  a  large 
<}uantity  of  blood.  The  albumen,  as  registered  by  Esbach's 
albuminometer,  came  to  about  Y  above  the  W  mark.  Granu- 
lar and  epithelial  tube  casts  were  also  present  The  urine 
drawn  off  after  the  saline  injection  was  thick  with  urates, 
which  remained  suspended. 

Twenty-four  hours  after  admission  she  regained  perfect 
consciousness.  She  was  drinking  large  quantities  of  milk. 
The  amount  of  urine  could  not  be  ascertained  as  the  bowels 
had  moved  freely  several  times.  During  the  second  day  68 ^ 
oz.  were  measured,  but  as  the  bowels  were  moved  six  times 
there  must  have  been  a  great  deal  more  excreted.  The  blood 
and  albumen  were  both  rapidly  lessening.  She  made  an  un- 
interrupted recovery,  but  there  was  still  a  trace  of  albumen  in 
the  urine  on  her  dismissal  on  the  fifteenth  day. 
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Case  VII. — Mrs  K.,  iv-para,  aet  30,  eight  months  preg- 
nant.    She  was  sent  in  by  Dr  Macpherson  of  Cambuslang. 

Her   former   pregnancies  and   labours  had   been   normaL 
During    the    present    pregnancy   she    was    quite   well  until  a 
month    ago,    when    she    had    an    attack    of   influenza,   which 
confined   her  to   bed   for  two   or  three  days.      On   Monday 
the    27th   February  she  began   to  suffer  from  headache,  and 
on   the  following  day  swelling  of  the   feet,  hands  and  face 
came  on,  and  this  has  since  gone  on  increasing.     On  March 
3rd,  at  6.30  A.M.,  she  was  seized  with  convulsions.     The  fit 
lasted  two  or  three  minutes.     She  had  a  second  fit  half  an 
hour  later.     She  was  seen  by  Dr  Macpherson,  who  gave  her 
\   gr.   of   morphia   hypodermically,   and   drew   six   ounces  of 
blood  from  the  left  arm.     Up  to  the  time  of  admission,  at 
1 1  A.M.,  she  had  no  more  fits.     She  was  lying  in  a  lethargic 
condition  with  contracted  pupils.     She  could  be  roused  with 
a  little  difficulty.     She  was  a  stout,  plethoric  woman  with  a 
ruddy   complexion.     There    was  well-marked   oedema  of  her 
legs,   arms,   face  and   trunk.      The   puffiness   under  the  eyes 
was  very  marked,  and  the  right  eyeball  was  very  prominent 
We   supposed   this  might  be  due   to   oedema  of  the  cellular 
tissue  of  the  orbit,  but  as  the  protrusion  did  not  lessen  after- 
wards there  must  have  been  some  other  cause.     She  afterwards 
stated  that  it  had  always  been  so.     The  ophthalmoscope  re- 
vealed  nothing  abnormal   in   the  tyos  except  oedema  of  the 
retinae.       Eight    ounces    of   urine    were    drawn    off.      It    was 
loaded  with  albumen.     The  uterine  fundus  reached  half  way 
between    the   umbilicus  and   the  xiphistemum.      There  were 
no    contractions    going    on.       The    os    admitted    one   finger. 
The   foetal   heart   sounds   were   distinctly   heard  to   the  right 
and    below    the    umbilicus.       Twenty-four    ounces    of  saline 
solution  were  injected  into  the  right  axilla.      It  took  exactly 
four   minutes   to   run   it   in.       A  dose   of  colomel   and  jalap 
was    given,    and    imperial    drink    and   milk   ordered,   but  she 
could   not   be  got   to  take   much.     At   6.30  P.M.,  when   the 
catheter  was  being  passed,  she  had  a  fit  which  lasted  about 
one  minute.     She  was  given  a  dose  of  chloral  and  bromide 
by  the  rectum.     Only  4^  oz.  of  urine  were  obtained.     It  was 
thick  and  muddy,  and  the  urates  did  not  deposit  on  standing. 

About  9.30  P.M.  an  enema  was  given  as  the  bowels  had 
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not  acted.  Thirty  ounces  of  saline  fluid  were  then  injected 
into  the  left  axillary  tissues,  and  the  patient  was  put  into  a 
hot  pack  for  half  an  hour.  At  11.30  p.m.  30  grs.  of  jalap 
were  given  and  i  dr.  of  bromidia.  She  slept  fairly  well,  and 
drank  in  all  1 8  oz.  of  milk  and  imperial  drink,  but  she  only 
passed  5  \  oz.  of  urine.  She  had  perspired  pretty  freely  after 
the  hot  pack. 

In  the  morning  she  was  fairly  comfortable.  The  os  was 
found  to  be  dilating,  but  she  felt  no  pains.  About  7  P.M.  she 
was  delivered  of  a  live  female  child,  3^  lbs.  in  weight  Her 
labour  was  practically  painless,  and  she  had  no  threatenings  of 
convulsions.  Her  puerperium  was  normal.  The  temperature 
never  rose  above  98*4°.     She  went  home  on  the  tenth  day. 

The  following  are  the  quantities  of  urine  passed  during  the 
puerperium  : — 

March  4,  10  A.M.,  to  March  5,  10  A.M.,  27^  and  3  motions. 
5 1        »         M        »»      6,        „        255  and  5        „ 
>» 
>» 

9»        »         »»        n     io»        »        68  g  and  5         „ 
>» 

,,    12,        „         „        „     I3»        .»        S05  and  2 

I  am  indebted  to  Dr  Carstairs  Douglas  for  the  following 
careful  analysis  of  three  specimens  of  urine  and  one  of  the 
blood  : — 

Blood  :  R.B.C.  =  4,000,000  per  cmm. 

Leucocytes  =  15,000  (slight  leucocytosis  often  seen  in 

pregnancy). 
Hb.  =  78  per  cent. 

The  corpuscles  are  normal  in  size  and  shape. 

Urine:  (i)  Before  saline  injection, — Deep  sherry  colour; 
acid;  sp.  gr.  1020;  albumin  abundant;  creatinine  plentiful; 
sugar  (?).  It  reduces  Fehling's  solution,  but  this  is  possibly 
due  to  the  urates  and  creatinine.  No  bile  ;  no  acetone  ; 
indigogens  normal  ;  urea  i  per  cent.,  low  ;  uric  acid  *o87 
per  cent,  (higher  thjan   average  of  health). 
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9, 

10, 

J» 
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505  and  2 
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(2)  After  saline  injection, — Urine  thick,  muddy,  brown, 
due  to  copious  deposit  of  urates,  very  abundant ;  sp.  gr. 
1032  ;  acid  ;  albumin  plentiful  ;  a  few  tube  casts  and  red 
blood  cells  ;  no  acetone  ;  urea  i  *4  per  cent,  (rather  low)  ;  uric 
acid  O'  1 5  per  cent,  (very  high,  nearly  double  that  before  the 
saline  injection).  There  has  apparently  been  a  great  washing 
out  of  uric  acid  by  the  saline. 

(3)  One  day  after  delivery, — Urine  clear,  amber,  and  more 
limpid,  mere  trace  of  albumin  ;  urea  17  per  cent,  (nearly  nor- 
mal) ;  uric  acid  0*028  (distinctly  lower  than  normal). 

It  will  thus  be  seen  that  there  was  a  great  increase  in  urea 
and  markedly  so  in  uric  acid  immediately  after  the  injectioa 
The  diuretic  effect  was  not  nearly  so  marked  in  this  case  as  in 
the  others,  but  even  in  it  there  must  have  been  a  great  clear- 
ing of  the  system.  In  the  case  before  this  the  diuresis  was 
not  as  great  as  in  some  of  the  others.  You  will  notice 
that  in  practically  all  the  cases  in  which  morphia  was  used 
nothing  like  so  much  urine  was  excreted,  and  in  two  of  the 
fatal  ones  to  be  related  this  was  markedly  the  case. 

Case  VIII. — A.  W.,  single,  i-para,  aet.  19,  seven  months 
pregnant.  This  patient  was  sent  into  the  hospital  by  Dr 
Morton  with  the  history  of  having  had  fourteen  fits.  She 
was  in  a  semi-comatose  condition  and  could  not  be  roused  to 
speak.  There  was  slight  oedema  of  the  feet  Her  pulse 
was  130  and  thready.  The  os  was  beginning  to  dilate.  The 
urine  was  loaded  with  albumen. 

At  2  A.M.  30  oz.  saline  were  injected  into  the  right  infra- 
mammary  region,  and  a  large  dose  of  calomel  and  jalap  given. 
She  was  put  into  a  hot  pack  but  did  not  sweat  at  all.  In  two 
hours  time  the  os  was  dilated  and  I  delivered  with  Milne- 
Murray's  forceps.  The  foetus  was  commencing  to  macerate. 
After  delivery  24  oz.  more  saline  were  injected  into  the  left 
axillary  tissues. 

She  remained  semi-comatose  for  nearly  two  days.  She 
could  be  roused  and  got  to  drink,  but  would  not  answer  when 
spoken  to.  When  she  became  conscious  she  said  she  had  no 
recollection  of  anything  since  two  days  before  the  seizure.  In 
the  first  twenty-four  hours  she  passed  30  oz.  urine  and  five 
motions,  in  the  second  90  oz.  and  two  motions,  in  the  third 
145  oz.  and  one  motion,  in  the  fifth  83  oz. 
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Her  recovery  was  uneventful.  She  had  no  fits  after  admis- 
sion. The  urine  was  free  from  albumen  when  she  was  dismissed 
on  the  tenth  day. 

The  urine  was  examined  by  Dr  Carstairs  Douglas  and  the 
following  is  his  report : — (i)  Urine  before  injection,  opaque, 
light  yellow,  highly  turbid  from  urates ;  albumen  abundant 
Urea  not  estimated  owing  to  smallness.  Uric  acid  cioi  per 
cent  (note  uric  acid  is  distinctly  above  average).  (2)  Urine 
shortly  after  injection,  opaque,  light  yellow  fluid,  loaded  with 
urates  and  albumen.  Moderately  acid.  No  blood,  bile  or 
acetone.  Turns  Fehling's  solution  reddish  purple  but  does  not 
reduce  it  Urea,  v6  per  cent  (rather  low,  especially  as  urine 
was  probably  concentrated).  Uric  acid  o*  1 1 2  per  cent,  (dis- 
tinctly above  average ;  increased  since  injection).  (3)  Urine 
twenty-four  hours  later,  almost  clear,  amber,  acid  ;  trace  of 
albumen.  No  effect  on  Fehling's  solution.  Urea  2*4  per 
cent  (distinct  rise).  Uric  acid  0*02 1 7  per  cent  (marked  fall 
below  the  average). 

Case  IX. — Mrs  B.,  ii-para,  aet.  27,  seven  months  pregnant 
She  was  admitted  in  a  semi-comatose  condition.  She  had  had 
eight  fits.  For  a  fortnight  the  feet  and  legs  had  been  swollen 
and  she  had  vomited  a  great  deal.  A  doctor  had  seen  her  and 
prescribed  for  her.  There  was  marked  oedema  of  the  whole 
body,  the  conjunctivae  being  also  cedematous.  There  was 
great  cedema  of  the  lungs.  She  had  the  most  oedema  of  any 
eclamptic  patient  I  have  ever  seen.  About  2  oz.  of  very 
bloody  urine  were  drawn  off".  It  became  solid  on  boilings 
Her  pulse  was  1 04  and  very  tense.     She  was  not  in  labour. 

We  drew  off*  about  6  oz»  of  blood  from  the  median  basilic 
vein  and  injected  40  oz.  of  saline  fluid  into  the  axillary  tissues. 
She  was  then  put  into  a  hot  pack  and  a  dose  of  calomel  and 
jalap  given.  In  less  than  an  hour  she  had  a  fit.  We  then 
gave  her  \  gr.  morphia  hypodermically.  In  three  hours  she 
had  a  second  fit  followed  by  another  in  twenty  minutes.  A 
\  gr.  morphia  was  now  given.  Her  pulse  was  118  and 
weak.  There  was  no  recurrence  of  the  fits,  but  she  vomited  a 
great  deal  of  a  dark  fluid,  evidently  partly  digested  blood. 
Nutrient  enemata  and  brandy  were  given.  She  was  very 
comatose. 

Twelve  hours  after    admission   the  os  was  beginning  ta 
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dilate.  I  therefore  dilated  forcibly,  sufficiently  to  get  forceps 
on,  and  as  the  child  was  dead,  we  perforated  the  head  to 
lessen  it  The  cervix  was  somewhat  torn  but  there  was  no 
haemorrhage.  What  little  blood  came  was  very  dark  in 
colour  as  it  usually  is  in  eclampsia.  Thirty  ounces  of  saline 
were  run  into  the  tissues  of  the  abdominal  wall.  Only  two 
or  three  ounces  of  urine  were  excreted  in  the  twelve  hours,  and 
it  was  very  bloody.  In  the  evening,  eight  hours  later,  she  was 
still  deeply  comatose,  and  as  her  pulse  was  much  weaker,  digi- 
taline  and  strychnine  were  given  hypodermically  every  alternate 
two  hours.  All  attempts  at  moving  the  bowels  by  calomel 
and  jalap  and  enemata  failed  with  an  exception  of  one  very 
slight  motion.     Hot  poultices  were  applied  over  the  kidneys. 

Twenty-four  hours  after  delivery  she  was  still  deeply 
comatose  ;  her  pulse  was  140  ;  breathing  very  bad.  The 
oedema  had  lessened  very  much,  but  the  kidneys  were  not 
acting.  I  again  injected  Oi  saline  into  the  abdominal  wall, 
and  the  resident,  Dr  Ketchen,  opened  a  vein  to  see  if  it  would 
relieve  her,  but  as  it  had  no  effect  we  only  drew  4  oz.  of  blood. 
We  kept  on  stimulating  her,  but  she  died,  deeply  comatose, 
six  hours  later,  forty-four  hours  after  admission. 

This  was  an  exceptionally  bad  case,  and  we  had  practi- 
cally no  hope  of  her  from  the  first.  In  spite  of  all  our  efforts 
we  could  not  get  the  kidneys  to  act.  In  the  forty-four  hours 
she  was  in  the  hospital  they  only  excreted  \\\  oz.  The  con- 
ditions found  at  the  post-mortem  quite  accounted  for  her  death. 

The  post-mortem  examination  was  done  by  Dr  R.  M. 
Buchanan. 

The  pericardium  contained  6  oz.  of  clear  fluid,  the  pleural 
cavities  were  also  full  of  fluid.  In  both  lungs  there  were  areas 
of  pneumonic  consolidation  scattered  throughout,  the  lower 
lobes  especially. 

The  liver  showed  nothing  abnormal  to  the  naked  eye. 
The  spleen  was  slightly  enlarged. 

The  stomach  presented  an  hour-glass  contraction,  and 
contained  about  8  oz.  of  dark  fluid,  apparently  partly  digested 
blood.  She  had  been  vomiting  this  fluid  all  the  time  she  was 
in  hospital.  The  fundus  of  the  stomach  was  intensely  hyper- 
semic,  and  this  condition  extended  almost  to  the  pyloric  end. 
Numerous  small  ulcers  appeared  along  the  lesser  curvature  at 
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the  pyloric  end,  and  a  few  larger  ones  near  the  oesophagus. 
Some  of  the  ulcers  had  a  flooring  of  dark  blood,  but  none  of 
them  had  red  margins. 

The  intestines  were  intensely  hyperaemic  in  patches, 
especially  the  duodenum  and  upper  part  There  was  also  a 
patch  of  the  same  kind  in  the  rectum.  There  were  no 
ulcers. 

The  kidneys  were  somewhat  hyperaemic,  but  showed  no 
marked  disease. 

There  was  nothing  abnormal  in  the  brain. 

The  cervix  uterus  was  torn  bilaterally. 

The  condition  of  the  stomach  and  intestines  looked  exactly 
as  if  an  irritant  poison  had  been  administered. 

Case  X. — Mrs  G.,  ii-para,  aet  26,  eighth  month.  Dr 
Black's  case. 

This  patient  was  brought  into  the  hospital  by  the  nurses. 
She  had  been  having  severe  fits  for  some  hours.  She  was 
unconscious  on  admission.  A  severe  fit  came  on  at  once,  and 
this  was  followed  by  a  second  one  within  five  minutes,  so 
CHCI3  was  administered. 

She  was  a  stout  woman,  rather  anaemic  looking,  but 
showed  no  cedema  except  in  the  lungs,  where  rhonchi  were 
heard  all  over.  Her  friends  said  she  was  quite  well  the  night 
before,  and  had  not  complained  of  headache.  About  2  oz.  of 
urine  were  drawn  off.  It  was  full  of  blood,  and  became  solid 
on  boiling. 

She  was  given  half  a  grain  of  morphia  hypodermically. 
The  OS  would  admit  one  finger,  and  the  cervix  was  dilated  with 
the  fingers  and  version  accomplished.  The  cervix  was  torn 
on  the  left  side  by  the  aftercoming  head.  Three  stitches  were 
put  in  it  The  child  was  dead.  It  weighed  5  Jibs.  While 
she  was  being  delivered  20  oz.  of  saline  were  injected  into  the 
infra-mammary  region,  and  shortly  afterwards  another  20  oz. 
into  the  abdominal  wall. 

Before  delivering  her  pulse  had  been  about  100,  and  very 
feeble.  After  delivery  it  became  much  feebler.  She  was 
freely  stimulated  with  brandy  per  rectum,  and  digitaline  and 
strychnine  hypodermically.  The  pupils  were  now  contracted 
to  a  pin  point  and  would  not  react.  She  lay  in  a  deep  stupor 
until  she  died,  five  hours  after  delivery.     There  was  no  urine 
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excreted  by  the  kidneys.     There  was  no  post-mortem  exami- 
nation. 

It  seemed  to  us  that  the  morphia  had  a  very  bad  effect  in 
this  case.  Anyone  seeing  her  dying  without  knowing  the 
history,  would  have  said  she  was  dying  of  morphia  poisoning. 

Case  XI. — Mrs  H.,  i-para,  aet  27,  7\  months  pregnant 
Admitted  May  i  ith.  Patient  had  had  two  fits  before  admis- 
sion. She  was  conscious  and  gave  the  following  history. 
Three  weeks  ago  she  had  had  severe  headache  and  vomiting. 
Eight  days  ago  swelling  of  the  l^s  and  feet  had  begun.  All 
last  week  she  had  had  a  severe  sore  throat  She  had  not 
noticed  any  rash.  There  was  evidence  of  desquamation  on  the 
forehead,  hands  and  feet,  and  we  subsequently  learned  that 
two  cases  of  scarlet  fever  had  been  removed  from  the  stair  she 
lives  in  a  few  days  before.  She  had  had  the  fever  during 
childhood. 

On  admission  she  was  somewhat  dazed,  with  dilated  pupils. 
There  was  cedema  of  legs  and  feet  She  still  complained  of 
the  throat  being  sore.  It  was  red  and  injected  and  the  tongue 
thickly  coated,  with  red  papillae  showing  through  the  coating. 
She  was  not  in  labour.  The  foetal  heart  sounds  were  distinct 
An  ounce  and  a  half  of  bloody  urine  were  withdrawn,  and  on 
boiling  it  became  solid. 

The  treatment  consisted  of  20  oz.  saline  injected  into  the 
right  mammary  region,  a  dose  of  calomel  and  jalap  and  an  enema 
which  cleared  the  bowels.  Milk  and  soda  and  imperial  drink 
were  given  freely.  During  the  first  twenty-four  hours  she  had 
eight  motions,  and  the  amount  of  urine  could  not  be  estimated. 
She  was  sweating  freely.  The  albumen  was  much  less.  Next 
day  she  passed  46  oz.  and  the  next  73  oz.  and  the  next  126 
oz.  and  two  motions.     There  was  merely  a  trace  of  albumen. 

On  May  1 6th  the  patient  was  removed  to  a  private  house 
as  we  had  no  means  of  isolating  her. 

May  24/A. — She  has  kept  very  well  since  leaving  the 
hospital.  The  bowels  have  been  kept  free  with  a  dose  of 
salts  each  morning.  Her  food  has  consisted  of  milk  diet 
The  urine  has  not  been  measured  but  she  has  been  passing 
plenty  of  it.  On  testing  it  to-day  I  found  there  was  a  con- 
siderable trace  of  albumen,  so  I  put  her  on  a  diuretic  of  acetate 
and  citrate  of  potash. 
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May  29/A. — Pains  began  on  the  afternoon  of  the  28th  and 
labour  went  on  slowly.  At  1 1  a.m.  on  the  29th  I  found  the 
OS  about  the  size  of  a  florin.  The  bowels  were  thoroughly 
cleared  by  an  enema  and  10  grs.  chloral  and  20  of  bromide 
given  every  two  hours.  Several  doses  of  this  were  given  after 
delivery.  At  4  P.M.,  as  she  was  beginning  to  complain  of  head- 
ache, I  gave  her  CHCI3,  dilated,  and  delivered  with  forceps  a 
live  female  child  which  weighed  3^  lbs.  There  was  no  post- 
partum haemorrhage  but  the  discharge  was  free.  There  was 
only  about  an  ounce  of  urine  in  the  bladder.  It  had  a  con- 
siderable amount  of  albumen  in  it. 

During  the  first  eighteen  hours  after  delivery  only  1 2  oz. 
of  urine  were  excreted  although  she  had  been  taking  lat^e 
doses  of  citrate  and  acetate  of  potash  by  the  mouth  until 
delivery.  She  was  put  on  the  diuretic  again  and  the  urine 
soon  increased  in  amount.  She  made  an  uninterrupted  re- 
covery, and  her  child  is  thriving. 

Case  XII. — Mrs  W.,  iv-para,  aet  27,  eight  months  pregnant. 
This  patient  was  seen  by  me  in  consultation  with  Dr  David 
Christie.  He  had  been  called  to  her  after  she  had  had  six  fits. 
She  had  a  seventh  one  while  he  was  in  the  house  and  an  eighth 
before  we  saw  her  together.  She  was  deeply  comatose  with  a 
very  feeble  pulse.  The  face  was  puffy,  but  the  legs  were 
not  much  swollen.  He  learned  that  she  had  been  complaining 
of  headache  and  sickness  for  some  time,  and  that  swelling  of 
her  feet  and  legs  had  been  noticed  for  three  weeks.  The  night 
before  her  headache  had  been  very  bad,  and  she  had  com- 
pletely lost  her  sight  for  a  time  before  the  fits  came  on.  He 
drew  off"  about  6  oz.  of  very  dark  urine.  It  became  solid  on 
boiling. 

An  enema  of  30  grs.  chloral  and  60  of  bromide  were 
given  and  a  pint  of  saline  run  into  the  mammary  areolar  tissues. 
As  the  OS  was  about  the  size  of  a  florin  I  easily  dilated  and 
turned.  The  child  was  dead  and  both  its  arms  were  flexed 
and  quite  rigid.  Last  year  I  delivered  a  case  of  eclampsia 
with  the  child  perfectly  rigid  all  over.  These  are  the  only 
cases  I  have  seen  this  in. 

We  stimulated  the  patient  freely,  but  she  never  responded 
in  any  way.  She  died  deeply  comatose  about  two  hours  after 
delivery.     I  had  no  hope  of  her  from  the  first. 

X 
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I  have  given  full  notes  of  all  these  cases  just  as  they  oc- 
curred so  that  you  may  be  able  to  judge  of  the  treatment  1 
think  one  can  safely  conclude  that  the  diuretic  effect  is  a 
marked  one.  The  analysis  has  shown  conclusively  that  there 
is  a  marked  increase  in  the  excretion  of  urea  and  uric  acid,  and 
considering  that  the  urine  is  tremendously  increased  after  the 
injection,  the  amount  of  urea  and  uric  acid  expelled  from  the 
system  must  be  very  great  Of  course  it  may  be  maintained 
that  these  substances  have  nothing  to  do  with  causing  the  con- 
vulsions, but  the  presence  of  large  quantities  of  them  in  the 
system  cannot  be  held  to  be  beneficial  to  the  patient,  and  they 
are  certainly  better  cleared  out  What  else  may  have  been 
carried  out  I  cannot  say.  There  is  just  a  possibility  that  the 
bicarbonate  may  have  a  neutralising  effect  on  the  poison.  If 
we  only  knew  what  the  poison  was  we  might  be  able  to 
neutralise  it  by  the  injection  of  an  antidote,  but  in  the  mean- 
time until  we  discover  what  it  is  we  can  only  use  means  to  get 
it  expelled  from  the  body. 

As  regards  the  means  for  controlling  the  fits  I  was  at  one 
time  inclined  to  look  upon  morphia  hypodermically  with  favour, 
but  I  have  lost  faith  in  it  It  is  said  not  to  interfere  with  the 
action  of  the  kidneys,  but  I  think  it  does.  In  Case  IX.  it  did 
so,  I  believe,  and  in  Case  X.  it  seemed  to  be  the  cause  of  death. 
In  the  others  in  which  it  was  used  the  diuresis  was  not  nearly 
so  marked  as  in  those  treated  either  with  chloral  and  bromide, 
or  tr.  veratrum  viride.  This  latter  drug  is  claimed  by  some  to 
be  a  specific  but  I  cannot  subscribe  to  that  I  have  given  it  a 
fair  trial  and  have  been  disappointed  with  it  alone.  Combined 
with  the  saline  injection,  however,  it  has  yielded  good  results. 
I  am  inclined  to  put  most  faith  in  chloral  and  bromide  com- 
bined with  saline  injection.  As  to  the  obstetric  part  of  the 
treatment  each  case  must  be  judged  on  its  own  merits.  If  the 
labour  has  commenced  I  think  it  is  well  to  deliver  as  soon  as 
possible  if  the  patient  is  very  bad.  If  labour  has  not  come  on 
I  feel  inclined  to  leave  the  patient  alone  unless  the  fits  recur 
in  spite  of  treatment. 

In  the  May  number  of  the  American  Journal  of  Obstetrics 
there  is  an  interesting  paper  on  "  The  Treatment  of  Eclampsia 
by  infusion  of  Salt  Solution,"  by  Dr  L.  M.  Allen,  of  Baltimore. 
He  gives  notes  of  three  cases,  all  successfully  treated.     The 
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solution  he  used  contained  only  sodium  chloride — the  normal 
saline  solution,  as  it  is  called. 

In  the  first  case  the  cervix  was  deeply  incised,  and  delivery 
effected  by  version.  She  was  allowed  to  bleed  freely,  and  then 
a  tampon  inserted.  Immediately  after  delivery  1000  c.c.  of 
saline  solution  were  injected  under  the  mammae,  and  nine 
hours  later  1400  c.c.  On  the  second  and  third  days  1400  c.c. 
were  again  injected — 5200  in  all.  The  bowels  were  cleared 
with  croton  oil  and  Epsom  salts.  Bromide  given,  and  diuretics 
and  dry  cupping  over  the  kidneys.  The  amount  of  urine 
passed  in  the  first  twenty-four  hours  was  only  13  oz.,  and 
in  the  second  33  oz.,  but  on  the  fourth  day  it  had  risen 
to  130  oz. 

In  the  second  case  the  treatment  was  the  same,  4600  c.c. 
being  injected  in  three  days.  In  the  first  twenty-four  hours 
the  urine  amounted  to  14  oz.,  and  in  the  second  28  oz.,  but  in 
the  fourth  it  had  risen  to  126  oz. 

In  the  third  case  the  cervix  was  not  incised,  but  dilated 
manually.  iioo  c.c.  of  solution  were  injected  after  de- 
livery. She  had  a  fit  about  an  hour  later,  when  656  c.c.  of 
blood  were  drawn  from  the  arm  and  700  c.c.  of  saline  injected 
under  the  breast  Six  hours  later  she  had  another  fit,  and  was 
again  bled  to  the  extent  of  192  c.c.  Morphine,  \  gr.,  was 
given  hypodermically,  and  chloral  and  bromide  by  the  rectum. 
The  amount  of  urine  for  the  first  twenty-four  hours  was  not 
recorded,  but  for  the  second  it  was  34  and  for  the  third 
120  oz. 

He  claims  that  the  normal  saline  solution  has  a  marked 
diuretic  effect,  but  I  cannot  see  on  what  grounds  he  founds 
that  claim.  In  successful  cases  the  urine  always  increases  by 
the  third  or  fourth  day,  no  matter  what  form  of  treatment  is 
adopted ;  and  considering  that  his  patients  were  all  taking 
diuretics  by  the  mouth,  I  do  not  think  the  increase  in  the 
amount  of  urine  is  anything  more  than  one  would  naturally 
get  without  the  injection.  In  nearly  all  of  my  cases  the  increase 
in  amount  was  very  marked  from  the  first 

All  his  cases  were  bled  very  freely,  and  that,  assisted  by 
the  saline  injections,  contributed  largely  to  the  success  of  the 
treatment  I  have  very  seldom  seen  a  case  which  I  felt 
warranted  in  bleeding  to  any  extent,  but  in  all  cases  I  try 
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to  get  as  free  a  flow  as  possible  after  delivery.  I  have  always 
been  struck  with  the  dark  colour  of  the  blood  which  comes 
away. 

There  was  one  observation  I  had  an  opportunity  of  making 
in  one  of  my  cases,  and  that  was  that  the  child's  urine  con- 
tained almost  the  same  amount  of  albumen  as  the  mother's. 

Of  the  twelve  cases  just  recorded  four  were  fataL  The 
first  fatal  one  was  not  injected  with  bicarbonate  solution,  and 
should  hardly  be  included.  The  death-rate  is  a  high  one,  but 
it  must  be  borne  in  mind  that  the  majority  of  these  cases  came 
into  our  hands  after  they  had  been  having  convulsions  for 
hours.  In  hospital  work  that  is  unfortunately  the  rule  and 
not  the  exception.  In  1898  we  had  eight  cases  of  eclampsia 
to  treat  Various  methods  were  used,  including  large  doses 
of  morphia  in  one,  and  tr.  veratrum  viride  in  others.  In 
three  of  the  cases,  viz.,  III.,  IV.,  and  V.,  just  related,  saline 
injections  were  used,  and  they  all  recovered,  while  the  other 
five  died.  It  may  be  a  coincidence,  but  it  is  a  very  re- 
markable one. 

I  hope  I  have  not  wearied  you  too  much  with  details,  but  I 
want  to  give  an  accurate  account  of  what  I  have  observed,  as  this 
is  the  only  way  in  which  we  can  properly  judge  of  the  value  of 
any  method  of  treatment  I  am  deeply  indebted  to  my  colleague, 
Dr  Black,  for  his  kindness  in  allowing  me  to  make  use  of  the 
notes  of  the  cases  with  which  I  was  associated  with  him  in 
treating.  I  also  desire  to  thank  the  various  residents  for  their 
able  assistance  and  admirable  reports  of  the  cases. 

Since  this  paper  was  written  I  have  treated  another  case 
successfully.  The  patient  was  a  primipara,  aged  23,  six 
months  pregnant.  Her  l^s,  feet  and  face  had  been  swollen 
for  three  weeks.  She  had  been  having  fits  every  quarter  of  an 
hour  for  four  hours  before  admission,  and  was  quite  unconscious. 
She  had  three  fits  after  admission,  and  was  so  restless  that  we 
had  repeatedly  to  chloroform  her  to  keep  her  in  bed.  Chloral 
was  used  hypodermically,  10  grs.  every  hour  for  five  hours.  A 
pint  and  a  half  of  bicarbonate  of  potash  solution  was  used  first, 
and  six  hours  later  two  pints,  with  acetate  of  soda  in  place  of 
the  bicarbonate  of  potash.  Labour  had  not  come  on,  so  I  de- 
livered by  incising  the  cervix.  There  was  very  little  bleeding. 
We  had  great  difficulty  in  getting  the  bowels  cleared.     Five 
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minims  of  croton  oil  had  no  effect,  although  followed  by  a  large 
enema  and  5  grains  of  calomel.  They  were  ultimately  cleared 
by  a  very  large  dose  of  salts. 

The  urine  was  heavily  loaded  with  albumen,  and  contained 
numerous  tube  casts,  but  no  blood.  She  became  conscious 
about  twelve  hours  after  delivery,  but  twelve  hours  later  oedema 
glottidis  set  in,  and  her  breathing  became  so  embarrassed  that 
tracheotomy  seemed  necessary,  but  fortunately  steaming  relieved 
her.  This  is  the  second  case  I  have  seen  this  complication  in» 
Nearly  two  years  ago  I  lost  a  patient  from  it.  Its  onset  was 
so  sudden  that,  although  the  resident  opened  the  trachea  as 
soon  as  he  reached  the  patient,  it  was  too  late. 

The  kidneys  acted  after  the  injection,  but  the  diuresis  was 
not  so  marked  as  in  some  of  the  other  cases.  The  albumen 
rapidly  disappeared,  and  she  made  an  uninterrupted  recovery 
after  the  cedema  glottidis  subsided. 

Acetate  of  soda  was  used  in  the  second  injection.  I  in- 
tended using  it  alone,  but  unfortunately  had  none  at  hand  at 
first.  It  is  possible  that  the  acetate  may  account  for  the  smaller 
amount  of  urine  excreted. 
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A  PECULIAR  CASE  OF  NASAL  OBSTRUCTION 

By  LIM  BOON  KENG,  M.B.,  CM., 

Singapore 

The  following  case  illustrates  an  unusual  cause  of  nasal 
obstruction,  and  the  physical  condition  of  the  patient  when  he 
came  under  observation  indicates  that  such  a  cause  may  lead  to 
very  serious  if  not  fatal  results. 

J.,  a  Japanese  workman,  aged  about  thirty,  was  helped  into 
my  surgery  by  two  friends.  He  was  able  to  stagger  on,  and 
he  looked  as  if  he  had  just  lost  a  large  quantity  of  blood.  His 
face  had  the  appearance  of  one  who  had  been  suffering  from 
chronic  nasal  obstruction.  On  inquiry  it  was  elicited  that 
about  three  months  before  the  patient  bathed  in  a  pond  in  the 
country,  and  while  doing  so  he  suddenly  felt  something  slipping 
into  one  of  his  nostrils.     He  tried  to  remove  it  but  failed  to 
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dislodge  it.  In  a  few  days  he  discovered  that  when  he  bathed 
something  smooth,  velvety  and  cool  crept  down  the  left  nostril, 
and  his  friends  told  him  it  was  a  leech.  He  subsequently 
found  out  that  by  applying  some  fresh  water  to  the  nostril 
he  could  induce  the  leech  to  elongate  itself  and  move  about 
in  the  water. 

When  seen  the  nose  was  a  little  swollen  on  the  left  side, 
and  by  looking  into  the  nostril  a  black  mass  could  be  observed 
projecting  from  the  superior  meatus  of  the  nasal  passage  A 
cup  of  water  was  held  to  the  nostril,  and  in  a  short  time  the 
tail  of  a  leech  was  seen  protruding  from  the  nostril  and 
wriggling  about  in  the  water.  This  was  caught  by  a  pair  of 
old  fashion  artery  forceps,  but  fearing  that  traction  might  tear 
through  the  animal,  which  held  on  firmly  to  the  mucous  mem- 
brane, it  was  determined  to  douche  out  the  nostril  with  a 
solution  of  potassium  permanganate.  This  treatment  served 
only  to  make  the  animal  contract  more  firmly  ;  and  as  this 
method  was  of  no  avail,  it  occurred  to  me  that  if  the  animal 
was  paralysed  by  chloroform  vapour  it  might  give  up  its  hold, 
and  thus  might  be  easily  removed.  Accordingly  a  few  drops 
of  chloroform  were  inhaled  by  the  patient  through  the  nostril, 
and,  to  his  great  relief  and  delight,  the  leech,  with  the  forceps 
attached,  dropped  on  the  floor. 

In  the  medical  literature  at  my  command,  I  can  find  no 
reference  to  such  a  case.  It  must  of  necessity  be  rare,  and 
may  be  the  origin  of  the  Chinese  superstition  of  a  species  of 
dragon  which  has  its  habitat  in  the  nasal  passages.  So  far  as 
I  have  come  across  cases  of  people  affected  by  the  nasal  dragon 
(Phi-Lung),  they  were  cases  of  ordinary  mucous  polypi. 

As  regards  the  treatment  of  such  a  case  as  the  above, 
doubtless  the  most  elegant  way  would  be  to  inject  a  few  drops 
of  chloroform  into  the  body  of  the  leech  with  a  hypodermic 
needle.  The  douching  out  of  the  nose  with  permanganate 
solution  might  be  reserved  as  an  after-treatment. 
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THE  UNSATISFACTORY  CONDUCT  OF  MEDICO- 
LEGAL INVESTIGATIONS 

By  DAVID  H.  STIRLING,  M.D., 
Consulting  Surgeon  to  the  Perth  Royal  Infirmary,  &c. 

Medical  jurisprudence  is  a  subject  disliked  by  a  large  number 
of  medical  students.  It  is  troublesome,  they  say,  to  "  get  up," 
and  not  likely  to  be  of  much  use  to  them  in  after  life.  The 
difficulties  are  no  doubt  considerable ;  its  usefulness,  however, 
cannot  be  questioned.  So  long  as  the  general  practitioner  is 
employed  in  medico-legal  cases  he  cannot  afford  to  neglect  the 
study  of  medical  jurisprudence.  Whether  "  experts "  alone 
should  be  employed  by  the  Crown  in  criminal  cases  will  be 
considered  later. 

Up  to  the  present  time  little,  if  any,  practical  instruction  is 
given  in  medical  jurisprudence.  Many  of  our  students  never 
make  an  autopsy,  not  a  few  frequent  but  seldom  the  "  patho- 
logical theatre."  A  reasoned  opinion  as  to  the  cause  of  death 
in  any  given  case,  seen  in  life  and  examined  post-mortem^ 
is  not  asked  from  any  one  during  student  life.  The  young 
practitioner  called  to  view  a  body  found  dead,  or  to  attend 
a  person  dying  from  injuries  sustained  under  suspicious  cir- 
cumstances, may  be  required  to  act  as  a  forensic  surgeon  in 
very  difficult  cases.  The  Crown  demands,  and  rightly,  that  all 
facts  shall  be  presented,  as  far  as  possible  in  plain  language 
but  with  scientific  accuracy,  and  expects  that  the  reasoned 
opinion  based  thereon  shall  be  such  as  to  stand  the  closest 
scrutiny  should  an  accused  person  be  brought  to  trial.  That 
the  demands  of  the  Crown  are  not  met,  is  becoming  the  almost 
fixed  belief  of  the  legal  profession  of  all  ranks. 

A  learned  counsel  engaged  for  the  defence  began  his  cross- 
examination  on  one  occasion  by  putting  the  question — "  Was 
any  doctor  present  to  represent  the  accused  when  the  body  was 
examined  ?  *'  "  No."  "  Why  ?  "  "  That  is  not  my  business, 
I  acted  on  behalf  of  the  Crown  in  the  interests  of  truth  and 
justice  only."    The  general  public,  if  the  accused  be  not  a  habit 
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and  repute  criminal,  are  not  slow  to  express  approval  when 
medical  evidence  for  the  Crown  is  contradicted  by  medical 
evidence  for  the  accused  There  is  growing  distrust  of  the 
Crown  witness,  a  distrust  productive  of  many  evils,  a  distrust 
unfortunately  not  wholly  without  cause.  It  can  hardly  be 
supposed  that  counsel  for  the  defence  consider  the  medical 
witness  for  the  Crown  less  well-informed  than  his  colleague 
pitted  ag^nst  him,  his  suspicion  is  that  his  testimony  may 
be  biassed,  his  hope  that  some  weak  point  in  it  may  be 
exposed,  hence  a  distrust  that  passes  easily  from  the  few 
learned  to  the  many  unlearned,  gaining  strength  as  it 
goes. 

The  extent  to  which  contradiction  of  one  medical  witness 
by  another  may  go  has  become  little  short  of  a  scandal.  The 
profession  is  disgraced  by  it,  the  public  amused. 


In  a  case  of  suspected  murder  in  which  I  was  employed  for 
the  Crown  a  few  years  ago — two  doctors  acting  for  the  Crown 
and  two  for  the  defence — ^two  reports  were  presented  to  the 
Court  An  autopsy  had  been  made  on  behalf  of  the  pro- 
secution, and  three  days  after  a  second  examination  for  the 
defence. 

For  the  Crown,  For  the  Defence, 

All  superficial  bruises  cut  into  and     The  skin  over  superficial  bruises  was 
described.  I      whole,  and  had  not  been  broken 

I      before    death,  or   cut  into  posU 
mortem. 


Extensive  bruising  of  soft  parts 
over  the  entire  scalp.  Temporal 
muscles  on  both  sides  infiltrated 
with  coagula. 

Dura  mater  covered  with  fluid  blood, 
coagula  lay  on  surface  of  right 
temporal  convolutions.  A  large 
coagulum  on  surface  of  lower  part 
of  right  occipital  lobe,  with  con- 
gestion of,  and  extravasation  into 
the  meshes  of  the  pia  mater. 

General  congestion  ofi  and  ex- 
travasation into  the  pia  mater  over 
anterior  half  of  inferior  surface  of 
cerebellum. 


Inner  surface  of  scalp  much  con- 
gested, especially  in  both  temporal 
regions. 

All  the  membranes  were  intensely 
congested,  and  so  was  the  whole 
surface  of  the  brain  itself.  On  the 
inner  side  of  the  dura  mater  behind 
the  right  occipital  lobe  was  a 
distinctly  roughened  and  abraded 
piece  of  about  the  size  of  a  small 
pigeon's  eg;g.  The  pia  mater  was 
adherent  in  parts. 
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Large  coagulum  in  right  lateral  ven- 
tricle, descending  comu  full.  In- 
ternal parts  of  adjoining  lobe 
lacerated  extensively.  Left  lobe 
uninjured. 


In  right  occipital  lobe  a  large  coag- 
ulum, which  extended  from  the 
right  lateral  ventricle,  into  which  it 
had  burst,  backward  through  the 
calcarine  fissure  to  the  surface  of 
the  brain,  and  was  seen  to  be 
pressing  on  the  above  mentioned 
abraded  part  of  the  dura  mater. 
Brain  substance  torn  and  lacerated. 
The  blood  seemed  to  have  come 
from  the  right  posterior  cerebral 
artery.  The  blood  did  not  extend 
beyond  the  middle  line. 

Death  was  caused  by  idiopathic 
apoplexy,  by  compression  of  the 
brain  by  the  rupture  of  a  large 
blood-vessel  in  the  brain  ;  that  the 
blood-vessel  had  given  way  some 
considerable  time  before  death ; 
that  the  quantity  of  blood  which 
was  thrown  out  was  so  great  as  to 
have  compressed  the  blood-vessels 
of  the  brain  and  caused  all  the 
congestions  of  the  brain  and  its 
membranes  which  we  have  men- 
tioned. 


Deceased  had  been  subjected  to  great 
violence  some  days  before  death  ; 
that  extravasation  of  blood  on  the 
membranes  and  surface  of  the 
brain  were  the  direct  result  of 
violence ;  that  the  congestion  of 
the  membranes  was  secondary  to 
and  a  consequence  of  these  in- 
juries ;  that  the  injuries  were  suffi- 
cient to  cause  death  ;  that  the  large 
extravasation  of  blood  within  the 
brain  may  have  been  produced  at 
the  same  time  as  the  more  external 
injuries  by  a  very  heavy  fall,  or 
caused  by  an  apoplectic  seizure  at 
the  time  of,  or  at  a  somewhat  later 
period  than  the  infliction  of  other 
injuries. 


The  above  extracts  from  the  medical  reports  is  sufficient  to 
show  the  impossibility  of  both  being  a  true  description  of 
observed  facts.  The  presiding  judge  failed  to  see,  or  if  he  saw, 
to  notice,  that  something  worse  than  difference  in  medical 
opinion  had  been  laid  before  him.  Both  were  sworn  to  as  true 
and  correct  reports. 

The  first  autopsy  was  made  by  a  full  and  complete  dissec- 
tion as  required  by  the  Crown,  the  brain  was  very  specially 
examined  in  thin  sections  and  replaced  as  far  as  possible 
within  the  skull.  Three  days  later  the  second  examination 
was  made,  the  result  of  which  was  the  extraordinary  description 
presented  by  the  defence.  The  remedy  for  such  medico-l^al 
presentations  in  a  Court  of  Justice  is  simple.     Gross  contra- 
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dictions  of  the  kind  noted  would  be  impossible  if  Law,  and 
Forensic  Medicine  and  Surgery,  were  together  represented  at 
the  inquiry.  The  minute  of  examination  should  be  dictated 
by  the  surgeons,  and  written  down  by  the  procurator-fiscal  or 
his  deputy.  The  signatures  of  the  surgeons  and  law  officer 
should  be  appended  to  the  document.  No  second  examination 
should  be  allowed  unless  made  in  presence  of  the  same  law 
officer  of  the  Crown.  The  propriety  of  separate  precc^ition 
of  scientific  witnesses  may  be  questioned,  joint  precognition 
appears  the  better  way  to  arrive  at  truth.  When  the  prelim- 
inary legal  inquiry  is  complete  the  reasoned  report  of  the 
surgeons  should  be  prepared,  all  details  bearing  on  the  medico- 
l^al  aspects  of  the  case  being  laid  before  them.  Should  the 
forensic  surgeons  not  agree  and  their  reasoned  opinion  differ 
on  any  important  point,  the  Crown  office  should  be  required 
to  lay  the  facts  and  opinions  before  trained  experts. 

Cases  occur  in  which  an  expert  opinion  is  all  important 
One  such  was  placed  in  the  hands  of  a  colleague  and  myself 
in  1895.  A  married  woman,  forty- two  years  of  age,  was  found 
lying  under  a  sofa,  bruised  all  over.  She  had  been  drinking 
heavily.  Death  occurred  three  days  after,  during  that  time  she 
had  been  under  medical  treatment.  The  autopsy  showed  that 
deceased  had  suffered  for  some  time  from  serious  organic 
disease ;  kidneys  were  small,  surface  irregular,  many  cysts 
throughout  substance  of  organs,  liver  contracted  and  hard.  It 
was  evident,  however,  that  death  was  the  result  of  violence, 
and  that  the  injuries  had  been  inflicted  by  falls,  or  otherwise,, 
immediately  before  she  was  discovered  under  the  sofa.  The 
imn^ediate  cause  of  death  was  traumatic  peritonitis,  in  and 
around  the  liver  area.  A  wound  the  size  of  a  threepenny  piece 
was  found  in  the  duodenum,  close  to  entrance  of  pancreatic  duct 
in  the  opposite  wall  of  the  intestine.  The  contents  of  the  bowel 
had  escaped  to  a  very  small  extent.  When  adhering  parts 
were  separated,  yellow  coloured  fluid  flowed  freely.  Was  this 
wound  caused  by  disease  or  injury  ?  Was  it  of  recent  occur- 
rence, as  the  many  serious  injuries  manifestly  were,  or  of  older 
date?  I  was  satisfied  that  all  the  injuries  were  caused  by 
violence,  the  wound  in  the  duodenum  included.  I  could  not 
give  a  reasoned  opinion  in  support  of  this.  My  colleague  was 
in  the  same  position.      I  felt  that  the  inquiry  was  incomplete,. 
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that  the  autopsy,  in  fact,  came  short  of  demonstrating  beyond 
doubt  that  death  resulted  from  violence  inflicted  three  days 
before.  Having  secured  the  portion  of  intestine  required,  I 
requested  authority  to  have  it  carefully  examined  in  the  Interests 
of  justice  by  an  expert  in  pathological  histology.  This  request 
was  refused  on  the  ground  that  no  provision  was  made  for  such 
procedure.  For  my  own  information  I  had  the  part  examined 
by  an  able  expert,  his  report  to  myself  not  to  be  used  by  the 
criminal  authorities.  I  subjoin  the  report  almost  in  full. 
"  The  margins  of  the  aperture  show  recent  acute  inflammatory 
change  with  extensive  fibrinous  exudation,  which  is  also  present 
in  the  serous  coat  everywhere  around.  There  is  no  evidence, 
so  far  as  I  can  find,  of  pre-existing  disease.  .  .  .  From  the 
appearances  I  would  infer  that  violence  had  been  applied  to 
affect  the  bowel  for  about  f  of  an  inch  in  a  longitudinal 
direction,  rupturing  the  circular  muscular  coat  over  this  dis- 
tance, but  causing  actual  perforation  in  part  only  of  this  extent. 
.  .  .  The  conditions  found  could  be  produced  by  violence  alone. 
The  injury  must  have  been  a  sufficient  time  before  death  to 
allow  the  occurrence  of  acute  inflammatory  change — might  have 
been  within  forty-eight  hours."  The  case  did  not  go  to  trial, 
sufficient  evidence  against  the  suspected  person  not  having  been 
obtained. 

Had  there  been  any  question  of  poisoning,  a  chemist  would 
have  been  employed  to  analyse  contents  of  stomach,  etc.,  and 
to  furnish  an  exhaustive  report.  Not  less  essential  was  it  to 
have  the  examination  and  report  of  a  trained  pathologist  to 
complete  this  case. 

So  long  as  forensic  autopsies  are  conducted  by  general 
practitioners,  it  is  incumbent  on  the  Crown  to  provide,  when 
requested,  the  expert  assistance  required. 

In  the  summer  of  1896  I  was  required,  along  with  a 
colleague,  to  examine  the  body  and  report  as  to  the  cause  of 
death  of  a  young  child.  The  body  had  been  found  in  a  mill 
lade  some  miles  distant.  On  removing  the  clothing  I  was 
struck  with  the  extreme  tightness  of  the  soaked  clothing  around 
the  body,  then  by  the  lines  of  red  and  white  on  the  surface  of 
the  body,  and  the  general  redness  of  the  face  and  head,  specially 
on  one  side.  Nose  and  lips  were  purple.  Tongue  purple, 
caught  between  gums  in  front.     Dissection  disclosed  curious 
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anomalies.      Right  lung  lay  normally  forward,  left  lung  well 
back    in    thoracic   cavity.      General  surface  of  exposed  parts 
normal,  with  patches  of  dark  colour  scattered  over,  posterior 
surfaces  dark  purple  from  hypostatic  congestion.     Lungs  felt 
firmer  than  natural,  and  when  cut  into  showed  great  diminution 
of  air  in  their  substance.     The  dark  patches  were  devoid  of  air 
from   collapse  of  air  cells.      No  fluid   in  either  pleural  sac 
Heart — left  ventricle  empty,  right  ventricle  contained  about  a 
drachm  of  dark  fluid  blood.     Auricles  empty.     Abdomen, — On 
opening  the  cavity  in  first  stage  of  dissection,  perfectly  clear 
fluid  flowed  out.     Circumstances  prevented  this  being  collected 
in  any  vessel.     Liver  showed  dark  mottling  all  over  surface, 
with  general  venous  congestion  throughout.    Stomach  contained 
a  quantity  of  curdled  milk  ;  no  water.     Duodenum  also  con- 
tained some  curdled  milk.     Venous  congestion  continuous  over 
surface  of  §  of  small  intestine.     Parietal  and  visceral  layer  of 
peritoneum  normal.     No  sign  of  disease  anywhere.     All  organs 
examined  carefully.     Brain, — Veins  on  surface  and  sinuses  full 
of  dark  blood.     Substance  of  brain  normal.     The  joint  report 
stated  that  death  was  not  caused  by  drowning ;  that  a  d^ree 
of  asphyxiation  was  present ;  that  soaking  of  clothes,  cold,  and 
firmly-bound  clothing  while  the  child  was  alive  would  account 
for  the  post-mortem  appearances ;  that  the  child  might  have 
been  thrown  into  the  lade  before  death  ;  that  death  was  caused 
by  a  complex  of  shock,  paresis,  exhaustion,  and  slow  asphyxia- 
tion.    Later  investigation  by  the  police  confirmed  the  correct- 
ness of  the  medical  opinion.     Two  medical  men  were  called 
for  the  defence,  neither  of  whom  had  seen  the  body — on  the 
report  for  the  Crown  alone  their  opinion  was  given,  which  was, 
that  the  child  died  from  natural  causes,  and  that  peritonitis  of 
old  standing  was  the  cause  of  death.     Their  cross-examination 
was  a  lamentable  exposure  of  the  baselessness  of  their  opinion, 
one  of  them  declaring  that  he  did  not  admit  that  the  facts  were 
as  described  in  the  case  for  the  Crown.     The  prosecution  was 
prepared  beforehand  to  deal  with  the  defence,  and  soon  knocked 
down  a  house  of  cards. 

The  reputation  of  the  medical  profession  would  suffer  less 
frequently  in  courts  of  justice  if  the  branches  of  the  British 
Medical  Association  would  take  note  of  the  manner  in  which 
forensic  duties  are  discharged  by  their  members. 
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The  examination  of  medical  witnesses  in  ordinary  criminal 
cases  is  most  unsatisfactory.  In  extraordinary  cases,  the  rarely 
occurring  Causes  C^lebres,  more  care  is  taken,  more  knowledge 
shown.  I  have  seen  an  advocate-depute  quite  unable  to  ques- 
tion his  own  witness,  or  to  cross-examine  the  witness  for  the 
defence.  In  civil  cases  the  same  weakness  is  shown.  I  once 
said  to  a  counsel,  engaged  in  a  trial  of  considerable  importance 
to  a  railway  company,  that  he  had  quite  failed  to  make  the 
medical  bearings  of  the  case  clear  to  the  jury.  His  reply  was, 
"  Oh,  it  would  have  wearied  the  judge  ! "  It  was  quite  evident 
that,  however  learned  he  might  have  been  in  law,  he  knew 
absolutely  nothing  of  medicine,  and  had  not  prepared  himself 
to  deal  intelligently  with  the  case  in  hand.  Facts,  and  the 
scientific  bearing  of  facts,  alone  concern  a  medical  witness ;  when 
he  goes  outside  this  he  becomes  a  special  pleader  or  a  "  lawyer's 
hack."  Within  his  own  province  he  should  be  so  questioned  as 
to  be  enabled  to  make  his  scientific  position  clear.  If  he 
is  not  allowed  opportunity  to  do  this,  the  clever  lawyer  can 
twist  his  evidence  and  ridicule  the  man.  The  "  Yes  "  or  "  No,'*^ 
**  Answer  a  direct  question,  please,"  from  the  Bar,  is  often  the 
absurd  demand  of  ignorance,  still  oftener  the  endeavour  to  turn 
aside  a  truth  that  damages  the  lawyer's  case. 

In  this  age  of  "  specialisms  "  in  medicine  and  surgery  one 
hesitates  to  commend  a  specialty  in  forensic  medicine  and 
surgery.  But  when  every  nose  and  rectum  is  turned  towards 
its  "  specialist,"  that  most  important  branch  of  medical  science 
is  left  to  anyone  who  may  chance  to  be  first  on  the  field  when 
its  services  are  required.  I  have  been  twice  associated  in  for- 
ensic inquiries  with  colleagues  who  had  never  seen  an  autopsy 
since  they  left  college.  My  impression  is  that  fewer  autopsies 
are  made  in  private  practice  now  than  formerly,  and  that  only 
hospital  surgeons  have  opportunity  to  see  many  of  them.  He 
can  be  no  safe  forensic  surgeon  whose  most  recent  acquaintance 
m\\i  post-mortem  appearances  dates  from  college  days. 

A  "  Doctor  in  Forensic  Medicine  and  Surgery "  is  as 
necessary  as  a  "  Doctor  in  Public  Health,"  his  responsibilities 
as  great,  his  difficulties  greater.  Examination  for  the  degree 
should  be  such  as  to  test  very  thoroughly  his  theoretical  and 
practical  knowledge.  Few  would  be  required,  and  these  the 
best  attainable.    If  the  present  system  must  continue,  it  should 
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if  possible  be  improved.  I  would  venture  to  suggest  the  follow- 
ing recommendations  for  consideration  : — 

I.  No  autopsy  to  be  made  without  the  presence  of  a  law 
officer  of  the  Crown,  to  whom  every  important  appearance  recog- 
nisable by  an  educated  layman  shall  be  pointed  out 

2J  The  minute  of  examination  to  be  written  down  from 
dictation  by  the  medical  examiners,  and  signed  by  all  engaged 
in  thejnquiiy.  : 

3.  No  second  examination  of  the  body  to  be  permitted 
without  the  presence  of.  the  same  law  officer  who  was  present 
at  the  first  examination  of  the  body. 

4!  'Precognition  of  scientific  witnesses  to  be  taten  to- 
gether, not  separately. 

5.  The  reasoned  report— when  required — to  be  drawn  out 
only  after  full  knowledge  of  all  the  facts  of  the  case  bearing  on 
its  medical  or  surgical  aspects  have  been  placed  before  the 
**  experts."  engaged. 

6.  When  the  scientific  witnesses  fail  to  agree  in  the  inter- 
pretation of  the  facts*  observed  and  recorded  in  original  minute, 
supplemented  by  police  investigations  as  to  weapons  found, 
etc.,  the  Grown  office  should  be  required  to  lay  the  whole  case 
before  trained  experts,  who  may  then  require  explanations  by 
the  medical  men  engaged  in  the  case. 

7.  That  difficult  and  delicate  examinations  involving  nice 
questions  in  pathology  and  having  important  bearings  on  the 
medico-legal  aspects  of  the  case,  be  made  by  trained  experts 
when  required  by  the  forensic  surgeons  employed  in  the  case. 

8.  That  some  provision  be  made  whereby  scientific 
evidence  .  may  be  more  fully  and  accurately  given  than  is 
possible  by  questions  of  counsel  ignorant  of  the  veriest 
elements  of  medicine  and  surgery,  and  necessarily  answered 
without  qualifying  explanations. 
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John  Duncan,  M.A.,  M.D.,  F.R.C.S.Ed.,  LL.D. 

It  is  seldom  that  a  death  so  shocks  and  startles  the  profession 
as  was  the  case  when  men  in  Edinburgh  learnt  the  sad  news 
from   their  morning  newspaper  that  John  Duncan  was  dead. 


Plate  IX.— Juhn  Duncan.  M.A.,  M.D.,  F.R.C.S.Ed.,  LUD. 
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There  is  usually  some  preparation,  some  warning,  some  whispered 
anticipations  ;  with  John  Duncan  there  was  none  such  to  most 
of  his  brethren.  No  doubt  he  had  aged  visibly  during  recent 
years,  but  it  was  assumed  that  a  gouty  diathesis  was  chargeable 
with  the  fact,  and  there  was  no  thought  of  his  familiar  figure 
passing  from  amongst  us. 

John  Duncan  was  an  Edinburgh  man,  the  son  of  a  father 
distinguished  in  his  profession,  and  whose  death  we  understand 
was  equally  unexpected  with  his  son's.  He  was  educated  at 
the  Royal  High  School  of  Edinburgh  and  then  at  the  University, 
where  he  graduated  in  arts  and  in  medicine.  In  medicine  he 
graduated  in  the  year  1862.  After  graduation  he  served  under 
Syme  as  a  House  Surgeon,  and  thereafter  visited  the  Continental 
schools.  On  his  return  he  began  general  practice  in  Edinburgh, 
and  on  the  death  of  his  father  in  1 866  he  found  himself  plunged 
into  the  midst  of  a  large  family  practice,  and  was  appointed 
Principal  Medical  Officer  to  the  Scottish  Provident  Institution. 
This  latter  post  he  occupied  at  the  time  of  his  death. 

His  leaning  and  inclinations  were  always  towards  surgery, 
and  in  1868  he  was  appointed  Assistant  Surgeon  to  the  Royal 
Infirmary,  and  until  1897  he  continued  on  the  acting  staff  of 
that  Institution.  On  the  expiration  of  his  term  of  office  he 
was  appointed  a  Consulting  Surgeon.  His  period  of  office  as 
Ordinary  Senior  Surgeon  terminated  in  1892,  but  at  the  re- 
quest of  Mr  A.  G.  Miller  the  Managers  approved  of  his  con- 
tinuance on  active  service  for  a  further  period  of  five  years  to 
share  Mr  Miller's  ward  work,  and  to  participate  in  the  clinical 
teaching  in  his  wards. 

As  a  surgeon  he  was  logical  and  accurate  in  diagnosis ;  a 
cool  and  resourceful  operator,  and  careful  as  to  details  of  man- 
agement and  treatment  He  was  always  abreast  of  the  most 
forward  sui^ery  of  the  day,  and  was  obtaining  satisfactory 
results  in  gall-bladder  and  renal  work  before  most  men  had 
entered  the  field.  His  work  on  electrolysis  in  aneurism  and 
naivus  showed  the  scientific  bent  of  his  mind,  and  we  can  only 
regret  that  circumstances  and  environment  favoured  so  little 
the  putting  on  permanent  record  what  he  did  and  taught  in 
the  wards  of  the  Royal  Infirmary.  Duncan's  mind  was  so 
strong,  clear,  logical  and  honest  that  his  work  could  not  but 
be  stamped  by  the  same  characteristics ;  and  that  is  the  reason 
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why  it  is  regretted  that  so  little  of  it  is  on  permanent  record  in 
any  way. 

In  the  Extra-Mural  School  he  was  a  teacher  who  impressed 
and  attracted  the  thoughtful  and  the  senior  student,  and  many 
a  man  left  the  school  with  the  sui^ical  impress  of  their  teacher. 
He  took  a  very  deep  and  active  interest  in  the  aflfairs  and  in 
the  well-being  of  the  Extra-Mural  School.  His  sound  judgment 
and  clear  foresight  enabled  him  to  see  the  possibilities  in  con- 
nection with  the  school,  and  he  became  its  figure-head  and 
champion.  All  his  efforts  were  directed  towards  consolidating 
it  A  polished  speaker  and  strong  debater,  he  was  a  tower  of 
strength  to  the  schemes  he  espoused,  but  he  was  nevertheless 
ever  courteous  and  fair  to  those  who  were  not  with  him.  His 
strong  business  faculty,  or  rather  it  should  be  said,  his  capacity 
for  affairs  was  simply  invaluable ;  and  this,  combined  with  the 
power  to  quickly  grasp  and  follow  up  a  big  principle,  made  him 
a  personality  that  the  profession  in  Edinburgh  could  ill  afford 
to  lose.  In  virtue  of  this  faculty  for  affairs  he  served  his 
College  well,  and  was  at  different  times  a  member  of  the  Uni- 
versity Court,  an  Infirmary  manager,  a  member  of  the  Royal 
Asylum  Board,  and  a  director  of  the  Commercial  Bank  of 
Scotland.  No  one  ever  thought  of  John  Duncan  as  other 
than  disinterested  ;  his  honesty  of  purpose  and  straightforward- 
ness were  so  assured  that  no  mention  was  ever  made  of  them. 
Any  other  view  did  not  occur  to  men. 

This  being  the  type  of  man,  and  his  worldly  position  being 
such  as  to  render  it  practicable,  there  is  no  doubt  that  a  wide 
feeling  of  regret  existed  that  he  never  became  a  candidate  for 
the  representation  of  his  University  in  Parliament. 

There  was,  of  course,  a  lighter  side  to  his  life :  he  took  a 
keen  interest  in  manly  sports,  and  was  himself  a  curler,  golfer, 
fisher,  and  deer-stalker.  He  was  also  a  member  of  several 
social  medical  clubs,  and  he  was  no  mean  artist  with  the  brush. 

In  private  he  was  accessible,  kindly,  courteous,  ready  to 
listen,  to  advise,  and  to  help. 

From  every  standpoint  we  very  deeply  deplore  his  loss; 
in  affairs  we  do  not  know  who  is  worthy  or  likely  to  succeed 
him  ;  and  many  feel  that  they  have  personally  lost  a  good 
friend  and  a  wise  and  valued  counsellor  in  times  of  difficulty 
and  anxiety. 
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Surgeon-Major-General  Lithgow,  M.D.,  CB.,  D.S.O. 

The  news  of  Surgeon-Major-General  Lithgow's  death  has 
caused  general  regret  in  the  profession  and  cast  a  gloom  over 
the  Infirmary  staff  and  officials  with  whom  he  was  so  intimately 
associated.  Apparently  in  the  best  of  health  he  went  to 
Melrose  on  4th  September  to  spend  at  Fanhope  his  well- 
earned  holiday,  but  a  chill  contracted  on  the  13th  was 
associated  with  a  serious  complication  which  rapidly  reduced 
his  strength,  and  he  died  after  a  week's  illness. 

When  a  successor  to  Mr  Fasson  in  the  important  post  of 
Superintendent  to  the  Royal  Infirmary  had  to  be  chosen,  the 
managers  of  the  Institution  had  many  able  applicants,  but  the 
record  of  Dr  Lithgow  in  active  military  administration  was  such 
that  all  felt  the  choice  they  made  was  a  good  one  and  that  a 
man  eminently  suited  for  the  post  had  been  secured. 

A  graduate  of  Edinburgh  University  (M.D.,  B.Sc),  he 
entered  the  Army  Medical  Service  in  1855,  saw  much  active 
service,  and  proved  an  excellent  medical  officer.  He  served 
in  the  7Sth  Regiment,  now  the  ist  Battalion  Gordon  High- 
landers, and  went  through  the  Mutiny.  He  was  with  I/)rd 
Roberts  in  the  Afghan  Campaign  of  1878-80,  and  was  P.M.O. 
at  the  base.  In  1884  he  was  appointed  P.M.O.  of  the  North 
British  District,  and  then  renewed  many  old  friendships  in 
Edinburgh.  As  Deputy-Surgeon-General  he  took  part  in  the 
Nile  Campaign  and  was  principal  medical  officer  on  the  line  of 
communications.  A  strong  man,  he  marched  in  this  campaign 
from  Waldy  Haifa  to  Korti,  refraining  to  take  advantage  of  his 
right  to  have  a  camel.  On  the  retiral  of  Surgeon-General 
O'Neal  he  was  appointed  chief  medical  officer  of  the  Frontier 
field  force.  For  these  services  he  had  honourable  mention  in 
Lord  Wolseley's  despatches,  the  Companionship  of  the  Bath 
and  two  medals,  and  for  distinguished  services  at  the  frontier 
he  received  the  D.S.O.  He  was  again  honourably  mentioned 
in  despatches  in  1 890  for  his  work  with  the  Zhob  field  force, 
while  later  he  was  appointed  P.M.O.  of  the  forces  in  India. 
He  was  made  Surgeon-Major-General  in  1891,  and  thus 
reached  the  highest  rank  open  to  a  medical  officer  in  the 
army,  while  in  the  same  year  he  became  P.M.O.  of  the 
Southern    District    of    Britain.       In    that    year    Dr    Lithgow 
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retired  from  the  service,  having  in  the  previous  ten  years 
held  practically  all  the  most  important  posts  possible  to  a 
medical  officer.  Of  his  military  career  it  may  be  said  that, 
while  austere  and  retiring  in  disposition,  he  was  singularly 
efficient,  was  always  able  for  duty,  and  performed  it  with 
rigorous  regard  to  discipline,  giving  the  highest  satisfaction 
to  his  seniors,  and  gaining  the  respect  of  his  juniors. 

In  1892  he  was  appointed  medical  superintendent  to  the 
Royal  Infirmary,  and  in  1898  he  received  the  honour  of  being 
made  Honorary  Physician  to  the  Queen,  an  honour  which  he 
greatly  appreciated.  As  superintendent,  "  the  General  "  soon 
gained  a  thorough  grasp  of  the  affairs  of  the  hospital,  and, 
bringing  to  bear  the  same  energy  and  singleness  of  purpose 
to  civil  work  as  to  military,  he  gave  valuable  assistance  to  the 
managers  in  the  conduct  of  its  work.  He  was  indefatigable  in 
all  he  did  ;  for  long  he  visited  the  whole  Institution  daily,  and 
overlooked  the  minutest  details  of  its  work.  He  was  invariably 
courteous  in  his  intercourse  with  the  officials,  and  anxious  to 
assist  in  any  reform  which  was  truly  needed.  His  post  was  an 
arduous  one,  and  many  petty  troubles  and  annoyances  must 
have  been  brought  to  his  notice,  interfering  with  time  so  much 
required  for  important  work,  but  at  all  times  he  was  ready  to 
consider  how  best  to  make  the  work  of  the  Infirmary  go  on 
harmoniously  to  the  best  advantage  of  the  patients  and  the 
Institution. 

His  loss  will  be  greatly  regretted  by  all  who  take  an  active 
interest  in  the  Infirmary,  and  not  least  by  the  honorary  staff 
and  the  managers. 

flew  Booft0  ant)  flew  BMtione 


Encyclopaedia  Medica.  Under  the  general  editorship  of  Chalmers 
Watson,  M.B.,  M.R.C.P.E.  Volume  I.,  Abdomen  to  Bone. 
Royal  8vo,  pp.  579.  Edinburgh  :  William  Green  &  Sons.  1899. 
Price  20s.  net. 

The  success  of  a  legal  encyclopaedia  published  by  Messrs  Green 
&  Sons  led  them  to  conceive  the  idea  of  publishing  a  corre- 
sponding work  devoted  to  medicine.  It  was  a  bold  conception, 
and  the  publishers  have  our  best  wishes  for  its  commercial 
success. 
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The  first  volume  is  before  us,  and  is  well  proportioned  and 
tastefully  bound  ;  the  type  is  large,  clear  and  easily  read. 
From  the  aesthetic  standpoint,  we  have  heard  various  not  alto- 
gether satisfactory  criticisms,  but  in  that  respect  it  shares  the 
fate  of  many  of  our  British  books  on  medicine,  and  it  is,  after 
all,  a  minor  consideration. 

As  regards  the  carrying  out  of  the  scheme,  it  is  to  be  borne 
in  mind  that  the  work  is  what  it  professes  to  be — an  Encyclo- 
paedia. The  space  allowed  for  each  item  is  necessarily  limited  ; 
the  longest  articles  are  in  no  sense  monographs,  and  cannot  be 
expected  to  be  discursive  or  exhaustive.  All  that  can  be  looked 
for  in  a  work  of  the  kind  is  that  there  should  be  given  a 
succinct  account  of  the  leading  and  most  important  points  in 
the  numerous  subjects  treated  of.  In  this  respect  this,  the  first 
volume,  fully  realises  the  aim  of  the  publishers.  No  one  thinks 
of  reading  a  dictionary  or  an  encyclopaedia  from  the  first  page 
to  the  last ;  but  judging  from  many  of  the  articles,  the  writers 
as  a  rule  may  be  congratulated  on  having  realised  the  true 
limitations  of  a  work  of  the  kind.  It  would  be  altogether 
invidious  to  pick  out  for  special  comment  any  of  the  articles. 
Some  of  them  contain  views  that,  to  say  the  least,  are  still 
amongst  the  controversial  points  in  medicine,  and  yet  in  the 
bald  form  in  which  they  appear  here  they  might  be  regarded 
as  the  final  and  absolute  finding  of  the  profession.  This,  how- 
ever, is  unavoidable,  and  is  an  inherent  drawback  to  this  method 
of  treatment.  We  expect  the  work  will  be  found  in  reference 
libraries,  and  we  presume  one  object  of  the .  publishers  was  to 
make  it  available  for  purposes  of  reference  to  the  educated 
public,  and  we  anticipate  it  will  occupy  a  special  place  in  that; 
connection.  As  showing  the  difficulty  of  satisfactorily  arrang- 
ing in  alphabetic  order  the  subjects  dealt  with,  a  few  examples 
only  need  be  given.  For  example,  we  find  "  Arteries,  injuries 
of  and  ligature  of,"  in  this  volume  ;  while  "  Arteries,  medical 
affections  of,"  are  referred  to  "  Vessels,"  which  will  appear 
presumably  in  the  last  volume.  Then  "  Arsenic  "  is  referred  to 
"  Toxicology,"  "  Argyria  "  to  "  Skin,"  and  so  forth.  The  general 
subject  of  aneurysm  and  many  special  aneurysms  are  treated 
under  "  Aneurysm,"  while  aneur>'sm  of  the  aorta  is  under 
«  Aorta." 

One  further  point  is  to  be  noted,  namely,  that  the  articles 


340  New  Books  and  New  Editions 

are  not  signed,  and  only  a  partial  list  of  the  compilers  of  this 
first  volume  appears  on  an  opening  page. 

Although  we  have  pointed  out  some  of  the  defects,  which 
are  probably  inseparable  from  a  medical  encyclopaedia,  we 
welcome  this  volume  as  the  first  instalment  of  an  interesting 
publication,  and  wish  it  much  success. 


A  Text-Book  of  Pathology.  By  Alfred  Stengel,  M.D.,  In- 
structor in  Clinical  Medicine  in  the  University  of  Pennsylvania; 
Clinical  Professor  of  Medicine  in  the  Women's  Medical  CoU^ ; 
Physician  to  the  Philadelphia  Hospital,  &c.  Royal  8vo,  pp. 
848,  with  372  illustrations.  London :  The  Rebman  Publishing 
Co.,  Ltd.     1899.     Price  22s.  6d. 

This  is  a  well  got  up  volume,  with  a  goodly  array  of  illustra- 
tions to  elucidate  the  text  or  aid  the  reader  in  following  the 
descriptions  in  the  text  All  the  subjects  found  in  text-books 
on  pathology  have  a  place  in  it.  The  statements  under  the 
various  headings  are  accurate  so  far  as  they  go :  it  might 
indeed  with  fair  accuracy  be  said  that  there  are  few  sins  of 
commission  within  its  boards. 

So  much  can  be  said  in  its  favour,  but  we  r^ret  not  to  be 
able  to  say  more.  Yet  there  is  such  a  tone  of  equable  good- 
ness about  it,  although  it  cannot  be  ranked  high,  that  we  would 
wish  to  treat  it  kindly.  We  fancy  the  effect  it  produces  on  us  is 
due  to  its  being  written  by  a  physician,  interested  in  pathology, 
knowing  it  in  a  sense,  but  not  a  pathologist.  We  may  be  wrong, 
but  that  is  the  impression  it  makes.  The  descriptions  of  morbid 
changes  could  hardly  be  more  sketchy  than  they  are  in  these 
pages ;  we  fail  to  find  any  gleam  in  them  of  an  acute  obser- 
vant mind  in  constant  practical  contact  with  disease,  as  it  is 
seen  and  studied  in  the  post-mortem  room  and  the  pathological 
laboratory.  It  is  the  kind  of  outline  that  the  physician,  with- 
out pathological  experience,  makes  for  himself  and  finds  useful 
enough  ;  but  we  should  not  take  that  as  the  standard  for  a 
Text-Book,  Even  the  illustrations  are  mere  servile  copies  from 
standard  works  ;  no  doubt  some  of  them  appear  to  be,  and  are 
original,  or  made  from  preparations  in  the  author's  possession, 
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but  most  of  them  have  their  external  source  frankly  acknow- 
ledged. 

A  book  of  this  type  may  have  its  uses,  and  may  contain  all 
the  information  needed  for  certain  examinations,  but  we  have 
little  sympathy  with  the  kind  of  teaching  it  gives,  and  there- 
fore we  cannot  commend  it  to  British  students,  who  wish  to 
have  a  large  and  full  grasp  of  this  most  important  department 
of  medicine. 


The  Serum  Diagnosis  of  Disease.  By  Richard  C.  Cabot,  M.D., 
Physician  to  Out-Patients,  Massachusetts  General  Hospital. 
8vo,  pp.  154.  London:  Longmans,  Green  &  Co.  Price 
7s.  6d. 

The  "  Prefatory  Note "  to  this  essay  states  with  American 
bluntness  that  "  This  book  is  nothing  but  a  compilation.  Its 
aim  is  to  bring  together  in  convenient  form  the  results  of  the 
immense  amount  of  work  which  has  been  done  upon  the 
serum  diagnosis  since  1 896."  This  is  quite  true,  but  then  it 
is  written  by  one  who  is  himself  evidently  a  master  of  the 
requisite  technique,  and  has  so  familiarised  himself,  by  personal 
practical  experience,  with  the  results  to  be  obtained,  that  the 
book  is  much  more  than  a  compilation.  It  contains  the  kind 
of  practical  teaching  which  only  the  master  of  technique  can 
give,  and  which  will  be  welcome  to  many  who  wish  sound 
guidance  on  the  latest  addition  to  clinical  methods.  The  book 
is  still  more,  for  it  records  what  has  been  done  by  others  ;  and 
the  views  and  results  of  others  from  no  crude  heterogeneous 
mass,  but  an  ordered  whole,  arranged  and  sifted  by  a  mind  of 
judicial  and  scientific  faculty. 

The  greater  part  of  the  essay  is  necessarily  devoted  to  the 
serum  reaction  in  typhoid  fever.  A  valuable  practical  chapter 
on  technique  deals  with  the  various  methods  used,  time  limits 
and  dilutions,  and  the  use  of  dried  blood.  Chapter  III.  treats 
of  the  clump  reaction  with  dead  bacilli  and  the  measurement 
of  clumping  power.  The  following  chapter  deals  with,  amongst 
other  matters,  the  preparation  of  cultures.  From  this  it  will  be 
seen  that  the  author  begins  with  chapters  which  afford  guidance 
to  anyone  wishing  to  make  himself  competent  to  apply  the 
test 
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Part  II.  contains  a  number  of  interesting  chapters  and 
sections  dealing  with  statistics,  the  time  the  reaction  appears 
and  disappears,  and  so  forth.  Here  also  are  recorded  cas« 
illustrative  of  the  advantages  of  applying  the  method,  including 
retrospective  diagnosis,  and  the  investigation  of  epidemics.  A 
specially  interesting  series  of  sections  deals  with  the  reaction  as 
it  throws  light  on  cases  of  typhoid  without  fever,  helps  the 
diagnosis  of  typhoid  meningitis,  of  melancholic  types,  and  of 
cholecystitis  due  to  the  typhoid  bacillus.  All  these  sections 
are  valuable  from  their  suggestiveness  as  well  as  the  knowledge 
they  communicate. 

The  next  chapter  deals  with  sero-prognosis,  on  which,  how- 
ever, there  is  not  as  yet  much  to  say. 

The  final  chapter  is  devoted  to  a  consideration  of  tlie 
seriim  reaction  in  other  diseases.  This  includes  a  list  of  twenty 
different  diseases  in  which  serum  reaction  has  been  tested  with 
more  or  less  satisfactory  results.  If  the  confidence  of  the 
author  in  some  of  these  will  stand  further  test  and  trial,  serum 
reaction  will  be  an  immense  help  towards  accurate  diagnosis  in 
several  directions  where  precision  is  at  present  hardly  attain- 
able. 

The  book  will  well  repay  perusal  by  all  interested  in  the  for* 
ward  march  of  their  profession. 


Extra-Uterine  Pregnancy :  A  Clinical  and  Operative  Study. 

By  John  W.  Taylor,  F.R.C.S.Eng.,  Senior  In-Patient  Surgeon  to 
the  Birmingham  and  Midland  Hospital  for  Women,  &c.  8vo, 
pp.  205.     London :  H.  K.  Lewis.     1899.     Price  7s.  6d. 

Mr  J.  W.  Taylor  is  well  known  both  as  a  writer  and  operator 
on  extra-uterine  pregnancy,  and  the  present  work  will  increase 
his  reputation  in  this  branch  of  medical  practice.  The  book  is 
built  up  from  the  Ingleby  Lectures  of  1898  altered  and  very  con- 
siderably  enlarged;  it  extends  to  205  pages,  and  has  65 
illustrations  and  diagrams.  Here  it  may  be  at  once  remarked 
that  the  illustrations  are  by  far  the  poorest  part  of  the  book; 
most  of  them  are  simply  rough,  very  rough  diagrams,  and  those 
numbered  22,  23,  24,  26,  30,  31,  32,  34,  41,  42,  43,  45, 46,  48.  and 
58  merit  special  condemnation.  As  hasty  sketches  on  the 
blackboard  during  the  delivery  of  a  lecture  they  might  be 
foi^iven,  but  in  a  printed  book  they  are  inexcusable. 
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As  an  operator  on  extra-uterine  pregnancy  Mr  Taylor  can 
take  his  place  with  the  best,  and  his  record  of  forty-two  opera- 
tions with  but  one  death  is  one  that  any  gynecologist  might 
well  be  proud  of.  The  chapters  on  treatment  by  abdominal  and 
vaginal  section  are  very  good,  and  we  fully  agree  that  in  diffuse 
haemorrhage  in  the  early  part  of  pregnancy  the  best  route  is  the 
abdominal  one.  With  regard  to  the  later  operations  and  in 
localised  hematocele  other  plans  may  be  adopted  such  as 
posterior  and  anterior  vaginal  coeliotomy,  but  the  author  sees 
grave  objections  to  the  latter  unless  the  sacrifice  of  the  uterus 
during  the  operation  is  a  result  which  the  patient  and  her  friends 
are  prepared  for.  On  the  whole  it  is  thought  that  abdominal 
section  in  every  case  where  posterior  colpotomy  is  inapplicable 
or  insufficient  is  better  than  anterior  colpotomy.  It  is  noted  that 
sometimes  a  lateral  inguinal  incision  is  of  service  in  the  treatment 
of  lai^e  lateral  haematocele,  disturbance  of  the  general  cavity 
of  the  peritoneum  being  thus  avoided.  In  the  complicated  cases 
where  the  child  is  abdominal  and  the  placenta  intraligamentary, 
Mr  Taylor  recommends  that  after  the  removal  of  the  foetus  the 
opening  in  the  sac  be  sewed  to  the  abdominal  wound,  and  in  this 
way  the  complex  tubo-ligamentary  abdominal  converted  into  a 
simple  tubo-ligamentary  case;  or  if  the  opening  in  the  sac 
be  inconveniently  situated  for  this,  the  cord  may  be  dropped  inside 
the  sac  and  the  edges  of  the  laceration  closed  by  sutures  and 
then  an  opening  made  into  the  sac  by  vaginal  section  and  the 
cord  drawn  down  into  the  vaginal  canal,  either  before  or  after 
closure  of  the  abdominal  wound. 

The  concluding  chapter  of  the  book  deals  with  repeated  extra- 
uterine gestations,  and  it  may  be  noted  that  the  author  is  not 
one  of  those  who  think  that  because  of  the  liability  to  repeated 
tubal  pregnancy  in  the  same  individual  the  proper  course  is  to 
remove  the  appendages  of  both  sides  at  the  original  operation. 
He  adduces  the  fact  that  some  causes  of  ectopic  gestation 
are  obviously  one-sided,  and  thinks  that  unless  the  feeling 
of  the  f)atient  and  her  husband  be  definitely  known  beforehand 
it  is  better  to  limit  the  operation  to  the  side  of  rupture. 

The  chaptersdealingwith  the  causation, pathology,symptoms, 
and  diagnosis  are  all  excellent ;  the  scheme  of  classification  of 
the  somewhat  complicated  varieties  of  tubal  gestation  is  ingenious 
and  as  luminous  as  it  is  possible  for  such  an  obscure  matter  to 
be ;  and  the  part  treating  of  tubal  mole  and  tubal  haematocele  is 
clear,  due  credit  being  given  to  Bland  Sutton  for  his  research  in 
this  portion  of  the  subject.  In  the  list  of  references  only  four  in 
any  language  other  than  English  are  mentioned,  and  this  can 
scarcely  be  regarded  as  an  adequate  statement  of  the  contri- 
butions of  other  countries  to  this  department  of  gynecology. 
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The  defects,  however,  are  small,  and  Mr  Taylor  may  take  it  that 
he  has  written  a  reliable  and  certainly  successful  book  on  a  very 
important  subject. 


Vaccination :  Its  Natural  History  and  Pathology.  Being  the 
Milroy  Lectures  for  1898,  delivered  before  the  College 
of  PhjTsicians  of  London.  By  S.  Monckton  Copeman, 
M.A.,  M.D:,  M.R.CP.,  London,  Medical  Inspector  to  Her 
Majesty's  Local  Government  Board,  &c.  Crown  8vo,  pp.  257. 
London :   Macmillan  &  Co.     1899.     Price  6s.  net 

So  many  wordy  battles  have  been  fought  over  the  subject  of 
vaccination  that  it  is  a  pleasure  to  turn  to  a  book  such  as  this. 
It  has  no  ponderous  statistics  laboriously  gathered  to  prove  the 
efficiency  of  vaccination  or  to  repel  its  adversaries,  but  it  is 
devoted  to  the  simpler  task  of  describing  its  natural  history  and 
pathology.  After  a  short  historical  sketch  of  variola  and  of 
the  method  of  combating  it  by  inoculation  and  vaccination,  the 
author  goes  on  to  consider  the  relation  of  cowpox  to  small- 
pox, to  follow  the  history  of  the  various  lymph  stocks  and  to 
describe  the  histology  of  the  vaccine  vesicle.  The  possibility 
of  obtaining  immunity  against  variola  or  of  treating  the  disease 
by  antitoxin  is  then  discussed,  and  a  very  interesting  chapter 
is  devoted  to  the  bacteriology  of  vaccination.  Mr  Copeman 
found  that  vaccine  vesicles  at  an  early  stage  contained  bacilli 
of  extremely  small  size  in  practically  pure  culture.  That  these 
organisms  cannot  be  demonstrated  in  mature  lymph  he  took 
to  be  due  to  the  fact  that  they  have  given  way  to  spores,  but 
inoculation  of  various  media  with  the  early  lymph  proved  fruit- 
less. Later  on,  however,  he  managed  to  grow  similar  bacilli 
from  variolous  crusts.  This  culture  was  made  in  eggs,  and  by 
chance  it  was  discovered  that  some  of  the  tubes  inoculated 
with  early  lymph,  and  apparently  sterile,  contained  identical 
oiganisms.  An  important  step  in  advance  was  made  by  suc- 
cessfully inoculating  calves  with  the  creamy  matter  from  the 
culture  eggs.  Unfortunately  the  calves  were  vaccinated  at  the 
same  time  (although  in  a  different  part),  so  that  the  appearance 
of  vesicles  where  the  egg  was  inoculated  is  not  conclusive. 
The  repetition  of  the  experiment  free  from  this  possible  source 
of  error  will  be  looked  forward  to  with  great  interest  Further 
on  Dr  Copeman  tells  us  that  he  has  been  unable  to  confirm 
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Freyer's  observations  that  vaccination  can  be  performed  with 
the  juice  from  various  organs  of  a  previously  vaccinated  calf. 
The  last  chapter  is  entitled  "  Glycerinated  Lymph,"  and  upon 
it  the  author  speaks  ex  cathedra^  for  he  is  himself  responsible  for 
the  introduction  of  this  method  as  a  scientific  procedure  on  a 
rational  basis.  He  shows  that  by  this  simple  process  all  ex- 
traneous organisms  are  destroyed,  and  the  virus  left  absolutely 
pure.  The  book  is  well  illustrated  and  well  written,  and  can  be 
thoroughly  recommended  as  the  latest  and  best  exposition  of 
this  subject     It  is  well  worthy  of  Dr  Copeman*s  reputation. 


Text-Book  of  Ophthalmology.  By  Professor  Fuchs  of  Vienna. 
Second  English  edition,  translated  from  the  seventh  German 
edition.  By  Dr  Duane,  New  York.  Large  8vo,  860  pp. 
London:   H.  K.  Lewis.     Price  21s. 

We  gladly  welcome  a  second  English  edition  of  this  admirable 
text-book.  Since  the  first  English  edition  was  published  in 
1892,  five  German  editions  have  been  issued,  each  of  these 
being  characterised  by  the  addition  of  important  new  matter, 
especially  the  seventh  edition. 

The  present  volume  bears  everywhere  the  marks  of  a 
thorough  revision,  and  presents  an  excellent  summary  of  oph- 
thalmological  science  of  the  present  day.  The  most  marked 
changes  will  be  found  in  the  sections  on  functional  examina- 
tion, corneal  pathology,  conjunctival  and  fundus  diseases. 

The  value  of  the  work  has  likewise  been  enhanced  by 
the  addition  of  upwards  of  eighty  well-executed  illustrations. 
The  translator  has  inserted  two  new  sections  dealing  with 
heterophoria,  the  use  of  homatropine  and  other  cycloplegics, 
and  the  general  subject  of  the  correction  of  refractive  errors. 
These  have  been  carefully  written,  and  will  be  found  useful 
to  the  student 

The  translation  is  all  that  can  be  desired,  and  Dr  Duane 
deserves  the  thanks  of  his  English-speaking  confreres  for 
bringing  such  a  valuable  work  to  their  ready  reach. 

We  have  no  hesitation  in  saying  that  Fuch's  text-book 
of  ophthalmology  is  the  finest  that  has  yet  been  written  in 
this  or  any  other  language. 
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Aids  to  the  Diagnosis  and  Treatment  of  Diseases  of 
Children  (Medical).  By  John  M'Caw,  M.D.,  I-.R.C.P.> 
&c.,  Senior  Physician  to  the  Belfast  Hospital  for  Sick 
Children.  Students'  Aid  Series.  Second  Edition.  i2mo,  pp. 
238.    London  :  Bailli^re,  Tindall  &  Cox.     1899.     Price  3s.  6d. 

Dr  M*Caw  modestly  states  that  his  little  book  on  the 
Diagnosis  and  Treatment  of  Diseases  in  Children  lays  no 
claim  to  originality,  and  that  it  is  nothing  more  than  a 
compilation  from  standard  works  on  the  subject  A  good 
compilation  is,  however,  just  what  is  wanted  by  the  student 
or  young  practitioner,  and  is  manifestly  better  for  such  than 
many  of  the  diffuse  and  elaborate  text-books,  of  which  there 
is  no  lack.  Cyclopaedias  are  for  reference,  and  can  thus  only 
be  useful  to  those  who  have  been  some  time  in  practice^ 
whereas  such  a  work  as  Dr  M*Caw's  teaches,  the  student 
all  that  is  necessary,  and  yet  contains  much  more  than  the 
average  student  can  assimilate  or  at  least  render  up  at  his 
examination.  The  work  is  written  in  a  concise  but  yet 
clear  and  interesting  manner,  and  will  form  an  excellent 
aid  to  the  study  of  children's  diseases. 


Aids  to  the  Analysis  of  Foods  and  Drugs.  By  T.  H. 
Pearmain  and  C.  G.  Moor,  M.A.,  F.CS.,  F.I.C,  Public 
Analyst  for  the  City  of  Exeter.  Students'  Aids  Series. 
Second  Edition.  i2mo,  pp.  201.  London:  Bailli^re,  Tindall 
&  Cox.      1899.    Price  3s.  6d. 

Manuals  for  the  Analysis  of  Foods  and  Drugs  are  invariably 
bulky,  but  in  this  book  we  find  an  exception.  It  is  a  volume 
of  some  200  small  pages,  and  yet  it  is  replete  with  information 
and  up-to-date  methods  of  analysis.  From  a  somewhat  careful 
survey  of  the  book,  we  find  that  almost  all  the  standard  modes 
of  analysis  which  are  employed  in  Public  Health  Laboratories 
are  accurately  described.  The  authors  have  made  their  book 
one  of  practical  value  to  students  and  analysts  by  their  descrip- 
tions and  comments.  We  think,  however,  it  would  have  been 
as  well  to  leave  out  that  part  dealing  with  the  analysis  of  drugs^ 
as  this  subject  would  require  a  volume  to  itself ;  and  one  hardly 
sees  why  the  analysis  of  urine  should  come  under  either  that  of 
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Foods  or  Drugs.  The  volume  is  one  of  the  Aids  Series,  and  in 
this,  its  second  edition,  will  prove  a  handy  guide  for  Medical 
Officers  of  Health  and  others  interested  in  questions  relating 
to  food  and  drink. 


Elementary  Physiology.  By  Benjamin  Moore,  M.A.,  Assistant 
Professor  of  Physiology  at  University  College,  London.  Crown 
8vo,  pp.  284,  125  illustrations.  Longmans,  Green  &  Co.  1899. 
Price  3s.  6d. 

We  have  to  note  the  appearance  of  yet  another  treatise  on 
Elementary  Physiology.  The  book  is  intended  to  give  an  idea 
of  the  structure  of  the  body  and  of  the  changes  which  are  con- 
stantly taking  place  in  it  during  life,  to  those  who  have  no 
previous  knowledge  of  the  subject.  It  has  therefore,  the  author 
states,  been  written  in  as  elementary  a  fashion  and  with  the 
use  of  as  few  technical  terms  as  possible,  so  as  to  be  intelligible 
to  the  general  reader. 

The  work  consists  of  284  pages,  nearly  one-third  of  which 
is  taken  up  with  a  general  anatomical  account  of  the  bones  and 
tissues  of  the  body.  This  part  must  surely  prove  unnecessary 
to  the  junior  medical  student,  for  whose  benefit  the  book  is  in 
part  written.  To  such  a  reader,  however,  the  remainder  of  the 
work  may  doubtless  serve  as  a  good  introduction  to  the  further 
study  of  physiology. 

The  author  hopes  that  the  book  may  appeal  to  a  larger 
circle  of  readers,  and  may  remove  some  of  that  deplorable 
ignorance  which  is  so  often  met  with,  even  among  fairly  well- 
educated  people,  as  to  the  general  structure  of  their  own  bodies 
and  the  actions  which  take  place  within  them  during  life. 

It  is  sincerely  to  be  desired  that  this  hope  of  the  author 
may  be  fulfilled,  but  our  own  experience  has  shown  that  unless 
the  subject  is  treated  in  the  most  elementary  and  brief  manner, 
the  general  reader  is  not  attracted. 

Of  its  class,  however,  Dr  Moore's  book  is  one  of  the  best 
we  have  read.  It  is  admirably  and  fully  illustrated,  most  of 
the  illustrations  being  taken  from  Professor  Schafer's  "  Essentials 
of  Histology." 
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Die  Krankheiten  der  Mundh5hle,  des  Rachens  und  des 
Kehlkopfes.  By  Dr  Albert  Rosenberg.  Berlin :  Verlag 
von  S.  Karger.    1899.     Price  M  7.00. 

This  volume,  which  is  the  second  edition  of  Rosenberg's  work, 
is  dedicated  to  Professor  B.  Frankel  of  Berlin,  whose  teaching  it 
embodies,  and  to  whose  clinical  methods,  cases  and  instruments, 
the  author  makes  frequent  reference  throughout  the  book. 

We  are  pleased  to  note  that  special  attention  is  directed 
to  the  importance  of  examining  the  posterior  wall  of  the 
larynx,  so  frequently  the  site  of  serious  lesions.  Both  methods 
by  which  this  can  be  accomplished  readily  and  very  satis- 
factorily, namely,  the  postural  method,  when  the  ordinary 
laryngeal  mirrors  are  employed,  and  Kerstein's  method,  using 
his  grooved  and  hooked  tongue  depressor  (or  his  direct  laryngo- 
scope), are  described  and  figured. 

The  volume  forms  a  reliable  and  useful  text-book,  in 
which  the  subjects  treated  of  are  brought  well  up  to  date.  A 
more  complete  index,  however,  would  add  considerably  to  the 
value  of  the  volume. 


Massage    and  the   Original   Swedish    Moyements ;  their 
Application  to  Various  Diseases  of  the  Body.    By 

KuRRE  W.  OsTROM.      Fourth  Edition.     i2mo,  168  pp.,  105 
illustrations.     London  :  H.  K.  Lewis.    1899.    Price  3s.  6d.  net 

That  this  little  guide  to  the  employment  of  massage  has 
proved  useful  is  shown  by  the  fact  that  a  fourth  edition  has 
been  called  for.  The  author  desires  that  this  manual  may 
prove  of  value  to  the  physician  who  desires  to  study  the  prin- 
cipal points  of  mechano-therapeutics  and  the  treatment  indi- 
cated, but  we  are  certain  that  it  will  be  much  more  widely  read 
by  the  masseur  or  the  professional  nurse. 

The  descriptions  of  the  various  manipulations  made  use  of 
in  massage  are  clearly  and  succinctly  given,  and  the  illustra- 
tions being  numerous  and  helpful,  no  one  should  have  any 
difficulty  in  mastering  the  art  as  it  is  here  explained. 

A  fully  illustrated  chapter  is  devoted  to  Ling's  Swedish 
movements.  The  author  states  that  the  movement  treatment, 
being  an  invigorating  remedy,  is  recommended  principally  for 
chronic  diseases,  and  he  then  prescribes  the  various  exercises 
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which  should  be  given  for  different  diseases,  e.g.,  chorea,  ple- 
thora, constipation  (the  treatment  recommended  seems  most 
elaborate).  While  we  all  recognise  the  value  of  massage,  yet 
it  has  its  limitations ;  and  surely  dysmenorrhcea,  which  may  be 
dependent  on  many  different  causes,  could  hardly  be  cured  by 
such  treatment  as  turning  of  the  body  while  standing,  rotation 
of  the  feet,  beating  of  the  sacrum,  pulling  of  the  leg,  separating 
and  closing  of  knees,  percussion  of  back,  etc.  It  would  be  well 
if  the  advocates  of  massage  would  recognise  the  limitations  of 
their  art,  and  thus  take  it  out  of  the  region  of  empiricism. 

That  in  its  new  and  enlarged  form  the  book  will  have 
a  wide  circulation  we  doubt  not,  as  from  the  clear  and 
lucid  manner  in  which  it  is  written  it  deserves  numerous 
readers. 


County  Council  of  Dumbarton,  Eighth  Annual  Report  (year 
1898)  to  the  County  Council  and  District  Committees. 

By  John  C.  M*Vail,  M.D.,  D.P.H.Camb.,  F.R.S.E.,  Medical 
Officer  of  Health. 

County  Council  of  Stirling,  Eighth  Annual  Report  (year 
1898)  to  the  County  Council  and  District  Committees. 

By  John  C.  M*Vail,  M.D.,  &c     Glasgow:  William  Hodge 
<\:  Co.     1899. 

These  Reports  of  Dr  M*Vail  show  that  the  year  1 898  must 
have  been  a  busy  one  for  him.  The  Public  Health  (Scotland) 
Act,  1 897,  has  given  a  great  extension  of  power  to  County 
Councils.  Hitherto  Public  Health  Authorities  were  content  in 
many  cases  with  merely  removing  existing  nuisances,  but  this 
new  Act  enables  them  in  a  great  measure  to  prevent  nuisances 
from  arising.  The  preparation  and  adjustment  of  bye-laws 
under  the  Act  has  thus  thrown  a  great  deal  of  work  on  Medical 
Officers  of  Health. 

Of  course  such  reports  have  a  far  greater  local  than 
general  interest,  yet  we  may  find  some  facts  which  are  note- 
worthy. For  example,  two  new  fever  hospitals  are  being  erected 
in  Dumbartonshire.  This  is  due  to  the  fact  that  the  percentage 
of  infectious  cases  removed  to  hospital  is  increasing  very  rapidly. 
The  public  are  becoming  more  alive  to  the  advantages  of  hospital 
isolation  and  nursing.     In  the  eastern  district  of  this  county 
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78  per  cent,  of  the  cases  of  scarlet  and  enteric  fever  were  sent 
to  hosoital. 

Zymotic  diseases  seem  to  have  been  very  prevalent  during 
the  year  1898.  In  Dumbartonshire  there  were  148  deaths  due 
to  zymotic  diseases  as  compared  with  83  in  1897.  Measles 
and  whooping-cough  were  accountable  for  the  lai^est  number 
of  these  deaths. 

In  Stirlingshire  there  were  174  deaths  due  to  zymotic 
diseases,  this  being  the  largest  for  any  year  since  1893,  when 
it  amounted  to  230.  Of  these  174  cases,  however,  135  were  due 
to  measles,  whooping-cough  and  diarrhoea,  which  are  not  noti- 
fiable. Almost  one  half  of  the  cases  of  diarrhoea  occurred 
in  the  month  of  September,  and  this  month  was  remarkable 
for  its  high  temperature,  the  mean  for  the  month  being  60''  F. 
The  cases  of  notifiable  zymotic  disease  have  been  much  below 
the  average,  the  attack  rate  being  only  about  half  of  that 
experienced  in    1893  ^'^d    1894  in  Stirlingshire. 

The  greatest  number  of  scarlet  fever  cases  in  Dumbarton- 
shire followed  the  reopening  of  the  schools  after  the  summer 
holidays. 

In  March  an  epidemic  of  measles  broke  out  in  Alexandria 
Instead  of  closing  the  schools,  Dr  M*Vail  certified  that  a 
number  of  children  should  be  temporarily  excluded  from  the 
school  on  account  of  the  existence  of  measles  in  the  families  to 
which  they  belonged.  By  this  means  the  education  of  the 
children  generally  was  not  interfered  with,  and  at  the  same  time 
the  Government  grant  was  obtained  in  respect  of  the  children 
so  certified. 

Many  interesting  details  are  given  regarding  the  incidence 
of  typhoid  fever ;  examination  of  water,  drainage,  etc.,  and 
numerous  carefully  prepared  tables  elucidate  the  text. 


The  Inebriates  Acts,  1879-1898 ;  together  with  the  General 
Regulations  for  the  Management  and  Discipline  of 
Certified  Inebriate  Reformatories  and  Inebriate  Re- 
treats. By  George  Blackwell,  LL.B.  (Lond.).  Post  8vo,  pp. 
102.     London  :  Butterworth  and  Co.     1899.     Price  3s.  6d.  net 

The  author  states  that  the  Inebriates  Act  of  1898  is  an 
attempt  on  the  part  of  Parliament  to  deal  with  the  scandal 
-caused  by  the  repeated  appearance  before  magistrates  of  per- 
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sons  charged  with  being  drunk  and  disorderly,  and  the  failure 
of  the  short  term  system  of  imprisonment  to  stop  the  mischief 
A  departmental  committee  was  appointed  in  1892  to  inquire 
into  the  best  mode  of  dealing  with  criminal  inebriates  and  of 
improving  the  existing  voluntary  curative  system  of  habitual 
inebriates.  The  report  which  this  committee  made  was  most 
exhaustive,  and  was  presented  to  the  Home  Secretary  in  April 
1893.  The  present  Act  is  based  largely  on  the  finding  of  this 
committee. 

The  Habitual  Drunkards  Act,  1879,  merely  allowed  certain 
licensed  houses  to  be  used  for  the  reception  and  curative  treat- 
ment of  habitual  drunkards.  No  compulsory  measures  could 
be  taken  for  the  reception  into  such  houses  of  confirmed  drunk- 
ards, the  admission  of  such  was  voluntary.  The  advantages  of 
this  Act  were  not  greatly  made  use  of,  nor  were  matters  much  im- 
proved by  the  changing  of  the  name  to  the  Inebriates  yi^/  ( 1 888). 

The  failure  of  these  Acts  was  attributed  to  the  following  : 
that  magistrates  themselves  were  not  aware  of  their  existence  ; 
the  want  of  proper  facilities  for  the  admission  of  patients  ;  the 
want  of  compulsory  powers  ;  the  inadequate  length  of  the  maxi- 
mum period  of  detention  (one  year)  ;  the  difficulty  of  recovering 
patients  who  escaped,  and  of  dealing  with  refractory  patients. 

The  author  gives  the  texts  of  the  Acts  of  1 898,  1 879,  1888, 
and  explains  clearly  the  meaning  of  each  section  by  means  of 
short  notes  which  summarise  the  effects  of  the  various  clauses  ; 
then  follow  model  regulations  for  the  management  and  discip- 
line of  certified  inebriate  reformatories. 

Such  a  summary  of  the  Inebriates  Acts  must  prove  of  great 
value  as  a  reference  book  to  members  of  county  and  borough 
councils,  as  also  to  all  those  who  have  to  deal  with  the  large 
class  of  inebriates  in  our  population,  and  amongst  the  members 
of  our  own  profession  it  cannot  fail  to  be  widely  made  use  of 


From  our  Dead  Selves  to  Higher  Things.  By  Frederick 
James  Gant,  F.R.C.S.,  Author  of  the  Science  and  Practice  of 
Surgery.  2nci  and  complete  edition.  8vo,  pp.  xiv.  185.  Lx)ndon  : 
Bailli^re,  Tindall  &  Cox.     1897.     Price  3s.  6d. 

As  we  are  in  grave  doubt  how  to  characterise  this  work,  we  shall 
give  its  aim  in  the  words  of  the  preface.  "  This  essay  presents  a 
course  of  human  experience  for  which  the  author  has  borrowed 
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the  suggestive  title  from  the  opening  stanza  of  the  In  Memoriam. 
There  is  no  pretension  to  any  other  similarity  of  conceptioa" 
We  may  say  at  once  that  there  is  no  hint  anywhere  to  suggest 
similarity  except  a  few  lines  quoted  now  and  then.  As  to  the 
book  itself,  it  is  apparently  the  expression  of  the  author's  views 
on  theology  and  the  line  of  ailment  by  which  he  arrived  at  them. 
That  the  writer  of  this  essay  is  a  man  of  deep  thought  and  pious 
aspiration  is  very  evident,  and  that  his  ideas  may  be  a  help  to 
others  whose  previous  training  fits  them  to  examine  critically  a 
work  of  this  nature  is  very  possible.  For  ourselves  we  must 
confess  that  the  counsel  seems  too  often  darkened  with  words, 
and  the  thoughts  illusive  and  misty. 


MEDICAL  EDUCATION  IN  SCOTLAND 

The  medical  curriculum  has  within  recent  years  been  extended 
to  five  years.  Four  degrees  are  conferred  by  the  Universities, 
viz.,  Bachelor  of  Medicine  and  Bachelor  of  Surgery  (M.B.,  Ch.R) 
and  Doctor  of  Medicine  and  Master  of  Surgery  (M.D.  and  Ch.M.)L 
The  degrees  of  M.B.  and  Ch.B.  must,  however,  be  taken  together 
and  at  the  same  time.  The  higher  degrees  of  M.D.  and  Ch.M. 
are  conferred  separately. 

Preliminary  Examination. — This  must  be  passed  before 
the  medical  course  is  entered  upon.  The  subjects  of  examina- 
tion are  : — 

(i)  English. — Two  general  questions  are  put  covering  any 
part  of  British  history.  Two  questions  are  asked  in  geography 
and  four  in  grammar,  which  includes  correction  of  sentences, 
parsing,  analysis,  and  derivation.  The  candidate  is  required  to 
write  an  essay  and  do  a  paraphrase,  while  two  questions  of  a 
literary  and  general  kind  are  asked.  Eight  questions  must 
be  answered,  and  these  must  include  one  in  history  and  one  in 
geography,  the  essay  and  the  paraphrase. 

(2)  Latin. — Translation,  parsing,  grammar,  composition  and 
sentences. 

(3)  Elementary  Mathematics. — This  includes  (a)  Arithmetic 
— vulgar  and  decimal  fractions,  proportion,  percentage,  square 
root,  simple  interest.  (^)  Algebra — fractions,  factors,  square 
root,  equations  of  the  first  degree,  simultaneous  equations  of  the 
first  degree,  easy  quadratic  equations  and  problems  leading  to 
these,  {c)  Geometry,  Euclid  (Books  I.  II.  and  III.),  or  their 
equivalents,  with  easy  deductions. 

(4)  Greek  or  French  or  German. 

Greek. — Translation,  sentences,  grammar. 
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French    or     German, — Grammar,     translation     from 

English  and  from  French  or  German,  sentences  of 

idiomatic  character,  literary  or  historical  questions. 

All  these  subjects  must  be  passed  at  one  or  at  most  two 

examinations.     Exemptions  from  this  preliminary  examination, 

wholly  or  in  part,  is  afforded  by  the  candidate  having  obtained 

the  Leaving  Certificates  of  the  Education  Department ;  by  the 

possession   of  an   Arts  or  Science  degree  of  any  University. 

Other  examinations  passed  by  the  candidate  and  exempting  him 

from  the  medical  preliminary  examination  are  fully  detailed  in 

the  University  Calendars. 

Dates  of  Examination, — October  ist  to  8th,  1899;  April  ist 
to  8th,  1900. 

The  fee  for  examination  is  half  a  guinea. 

Registration  by  the  General  Medical  Council. — 

Every  medical  student  must  register  within  fifteen  days  from 
the  date  of  commencing  medical  study,  f>.,  he  must  have  his 
name  entered  on  the  official  Register  of  Medical  Students  kept 
by  the  Council. 

No  other  examination  than  the  preliminary  is  necessary 
before  r^istration. 

Matriculation. — Students  become  members  of  the  Uni- 
versity by  entering  their  names  in  the  Matriculation  Album. 

Every  student  must  sign  the  Matriculation  Album  each  year 
and  pay  the  matriculation  fee,  as  also  the  fees  of  the  classes  he 
proposes  to  join,  within  fifteen  days  from  the  beginning  of  the 
session.  (For  admission  at  a  later  date  an  additional  fee  of  5s. 
is  payable.) 

The  matriculation  fee  for  the  whole  year  is  £iy  is.,  and  for 
the  summer  session  alone,  ids.  6d. 

All  information  and  the  necessary  forms  may  be  got  either 
from  the  Secretaries  of  the  various  Universities  or  Schools,  or 
from  Mr  James  Robertson,  the  Registrar  of  the  Branch  Council 
for  Scotland,  48  George  Square,  Edinburgh.  There  is  no  fee 
for  registration. 


Edinbur:g:h  University  Professional  Education 

The  following  is  a  brief  summary  of  the  order  in  which  the 
classes  should  be  attended.  If  the  student  begins  in  the 
summer — 

First  Summer —  Elementary  Botany  and  Physics. 

The  examination  in  those  should  be  taken 
in  July  as  part  of  the  First  Professional 
Examination. 
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First  Winter. —      Chemistry,  theoretical  and  practical. 

Elementary  Zoology. 
Lectures  on  Anatomy. 
The  examination  in  Chemistry  and  Zoology 
should  be  taken  in  March  as  the  remainder 
of  the  First  Professional. 
Second  Summer, — Practical  Anatomy  and  Practical  Physiology.* 
Second  Winter —  Lectures  on  Physiology*  and  Surgery.   . 

Practical  Anatomy. 
Third  Summer —  Practical    Anatomy  and    Practical    Materia 

Medica. 
Clinical  Surgery  and  Surgical  Ward  Work. 
Third  Winter, —    Practical  Anatomy. 

Lectures  on  Materia  Medica. 
Clinical  Surgery  and  Ward  Work. 

The  examination  in  Anatomy  and  Physio- 
logy should  be  taken  in  March. 
Fourth  Summer, — Lectures  on  Medical  Jurisprudence  and  Public 

Health. 
Practical  Pathology.    Post-Mortem  Examina- 
tions. 
Clinical  Medicine  and  Dispensary  Work. 
The  examination  in  Materia  Medica  may 
be  taken  in  July. 
Fourth  Winter, —  Lectures  on  Pathology,  Medicine,  Midwifery, 

and  Diseases  of  Women. 
Clinical  Medicine  and  Ward  Work. 

The  examination  in  Pathology  and  Medical 
Jurisprudence  should  be  taken  in  March. 
Fifth  Summer  and  Winter, — 

Clinical  Medicine  and  Surgery. 

Mental  Diseases,  Ophthalmology,  Diseases  of 

Children. 
Fever  Hospital,  Midwifery  Cases,  and  Dis- 
pensary. 
Vaccination,  Operative  Surgery. 

The  final  examination  is  to  be  taken  in 
April,  May,  and  June. 

•  In  addition  to  the  five  months*  course  on  Physiology,  the  foUowing  courses  oo 
Practical  Physiology  will  be  given  during  the  next  annus  academicus.  Winter 
Session,  1 899- 1 900:  (i)  Practical  Experimental  Physiology — Every  week-day  except 
Saturday,  from  the  middle  of  October  to  the  end  of  January ;  10  a.  m.  to  12  noon. 
Fee,  £2y  2s.  Each  student  to  attend  on  one  day  in  the  week  only.  (2)  Practical 
Chemical  Physiology — Every  week-day  except  Saturday,  from  the  middle  of  October 
to  the  end  of  January  ;  10  to  1 1  A.M.  Fee,  £1,  is.  Each  student  to  attend  on  one 
day  in  the  week  only.  Summer  Session,  1900 :  Practical  Histology — Each  student 
to  attend  for  two  hours  on  four  days  a  week  from  beginning  of  May.     Fee,  £2,  2s. 
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The  course  of  instruction  in  Clinical  Medicine  and  Clinical 
Surgery  must  each  have  extended  over  a  period  of  not  less  than 
nine  months,  and  attendance  at  the  Infirmary  or  Hospital  must 
be  for  not  less  than  three  years. 

The  candidate  must  have  attended  twelve  cases  of  Midwifery 
under  the  superintendence  of  a  qualified  practitioner.  If,  how-, 
ever,  he  has  attended  for  three  months  the  practice  of  a  Mater- 
nity Hospital  six  cases  will  be  deemed  sufficient. 

In  order  to  obtain  a  University  degree  two  of  the  five  years 
of  medical  study  must  have  been  passed  at  the  University  of 
Edinburgh,  or,  of  the  compulsory  subjects  of  study,  not  less  than 
eight  must  have  been  taken  in  the  University. 

Women  students  may  obtain  the  University  degrees,  but  are 
not  taught  in  any  of  the  University  classes.  The  Medical 
College  for  Women,  Minto  House,  is  the  college  recognised 
by  the  University  for  the  education  of  women  who  intend 
to  graduate  at  the  University. 

Professional  Examinations  for  M.B.  and  Ch.B. 

The  candidate  is  examined  both  in  writing  and  orally  and 
practically  where  possible. 

First  Examination, —  Botany,  Zoology,  Physics,  Chemistry. 

Second  Examination, — Anatomy,  Physiology,  Materia  Medica, 

and  Therapeutics. 

Third  Examination, —  Pathology,  Medical  Jurisprudence,  and 

Public  Health. 

Fourth  Examination, — Surgery  and  Clinical  Surgery,  Medi- 
cine and  Clinical  Medicine,  Mid- 
wifery, and  Diseases  of  Women 
and  Children. 

If  the  candidate  fails  in  one  or  more  subjects  of  each  ex- 
amination it  does  not  disqualify  him  from  passing  in  the  other 
subjects  of  that  examination.  No  candidate  can  obtain  these 
degrees  until  he  has  obtained  the  age  of  twenty-one  years. 

The  total  expense  incurred  in  paying  class  fees  and  examina- 
tion fees  for  the  degrees  of  M.B.  and  Ch.B.  amounts  to  from 

;^I30t0;^l50. 

Degree  of  M.D. 

This  degree  is  conferred  on  those  who  already  possess  the 
M.B.  and  Ch.B.  degrees.  The  candidate  must  be  at  least  twenty- 
four  years  of  age,  and  must  have  been  engaged  in  general  prac- 
tice for  two  years.  If,  however,  he  has  been  engaged  in  the 
medical  wards  of  an  infirmary,  or  in  scientific  research,  or  in  the 
military  or  naval  services,  then  one  year  is  deemed  sufficient. 
He  must  pass  an  examination  in  Clinical  Medicine  or  in  some 
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of  its  special  departments,  and  must  present  a  thesis  written  by 
himself  and  dealing  with  a  medical  subject 

Degree  of  Ch.M. 

Candidates  must  have  attained  the  age  of  twenty-four  years, 
and  must  have  worked  for  one  year  in  the  surgical  wards  of  an 
hospital  or  alternatively  as  above  described.  He  must  pass  an 
examination  on  surgical  anatomy,  operations  on  the  dead  body, 
clinical  surgery  and  its  special  branches.  He  must  also  submit 
a  thesis  dealing  with  a  surgical  subject. 

Fees  for  the  Professional  Examinations 

For  the  first,  second,  and  final  examinations  six  guineas 
each  ;  four  guineas  for  the  third  ;  while  ten  guineas  is  the  fee  for 
each  of  the  higher  degrees  of  M.D.  and  Ch.M. 


DEGREES  IN  PUBLIC  HEALTH 

Two  degrees  are  granted  by  the  University  of  Edinburgh  in 
the  department  of  Sanitary  Science,  viz.,  B.Sc.  and  D.Sc 

Bachelor  of  Science 

Candidates  must  be  graduates  in  Medicine  of  a  University 
of  the  United  Kingdom  or  of  some  other  recognised  University. 
In  order  to  obtain  the  degree  two  examinations  have  to  be 
passed. 

First  Examination, — Before  entering  for  this  examination, 
the  candidate  must,  after  graduating  in  Medicine,  have  worked 
in  a  recognised  Public  Health  Laboratory  for  eight  months,  of 
which  five  consecutive  months  must  be  passed  in  the  Public 
Health  Laboratory  of  the  University  of  Edinburgh. 

He  must  also  have  attended  in  a  Scottish  University  a  course 
of  lectures  on  Physics  and  a  course  of  lectures  on  Geology,  ex- 
tending over  three  months,  and  both  of  which  are  approved  of 
by  the  University  Court. 

The  subjects  of  examination  are  as  follows : — 

(i)  Laboratory  work — Practical,  written  and  oral:  ex- 
amination of  water,  air,  foods,  beverages,  condi- 
ments,   sewage  ;     soils  ;     disinfectants  ;    building 
materials  ;  clothing ;  bacteriolc^y. 
(2)  Physics.     (3)  Geology. 
Second  Examination. — This  cannot  be  taken  until  eighteen 
months   after  graduating  in  medicine ;    nor   sooner   than  six 
months    after    passing    the    First    B.Sc.    Examination.     The 
candidate  must  have  attended  two  separate  courses  in  Public 
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Health,  either  in  the  University  of  Edinburgh  or  in  some 
other  recognised  University  or  School. 

Each  course  must  consist  of  forty  lectures,  and  includes 
Medicine  in  its  relation  to  Public  Health  and  Sanitary 
Engineering. 

The  candidate  must  likewise  produce  evidence  that  (i)  for 
six  months  he  has  studied  sanitary  work  under  a  Medical  Officer 
of  Health  for  a  county  or  borough  of  not  less  than  25,000 
inhabitants ;  (2)  that  he  has  studied  clinically  for  three  months 
infectious  diseases  in  a  recognised  institution  ;  (3)  that  for  three 
months  he  has  been  instructed  by  a  recognised  teacher  in  men- 
suration and  drawing. 

The  subjects  of  examination  are : — 

(i)  Sanitation;  (2)  Sanitary  Law;  (3)  Vital  Statistics;  (4) 
Medicine  in  relation  to  Public  Health. 

The  candidate  is  examined  orally,  practically,  and  by  a 
written  paper.  Sanitation  includes  making  reports  on  dwellings, 
workshops,  hospitals,  and  sanitary  schemes. 

The  University  Court  may  modify  the  work  and  instruction 
prescribed  from  time  to  time. 

Doctor  of  Science 

A  graduate  after  having  held  the  degree  of  B.Sc.  for  five 
years  may  present  himself  for  the  D.Sc.  He  must  present  a 
thesis,  the  result  of  his  own  research,  or  a  published  work  or 
memoirs,  and  must  pass  an  examination  in  Public  Health,  and 
in  such  of  its  special  subjects  as  the  Senatus  may  determine. 
The  candidate  must  submit  the  subject  in  which  he  proposes  to 
be  examined  for  approval  not  less  than  two  months  before  the 
examination. 

Fees  Payable. — First  and  second  examinations,  ^3,  3s. 
each  ;  for  D.Sc,  ;^io,  los. 


Qualifications  given  by  the  Scottish  Colleges 

The  "triple  qualifications,"  as  it  is  termed  (L.R.C.P.E., 
L.R.C.S.E.,  L.F.P.S.,  Glasgow),  is  granted  by  the  three  Cor- 
porations, the  Royal  College  of  Physicians  of  Edinburgh,  the 
Royal  College  of  Surgeons  of  Edinburgh,  and  the  Faculty  of 
Physicians  and  Surgeons  of  Glasgow,  by  means  of  conjoint 
examinations.  Women  students  are  admitted  to  the  examina- 
tions on  the  same  footing  as  male  students. 

Preliminary  Examination. — This  is  much  the  same  as  is 
required  by  the  University  of  Edinburgh.  The  Educational 
Institute  of  Scotland  conducts  a  qualifying  Preliminary  examina- 
tion for  medical  students  on  behalf  of  the  Colleges.     Particulars 
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of  this  examination  may  be  obtained  from  Thomas  Morrison, 
LL.D.,  Free  Church  Training^  College,  Glasgow ;  or  from 
Alexander  Mackay,  LL.D.,  40  Princes  Street,  Edinburgh.  The 
whole  of  the  examination  must  be  passed  at  one  time  in  order 
to  obtain  a  certificate.  Various  other  certificates  of  having 
passed  certain  examinations  are  recognised  as  exempting  from 
this  examination,  and  these  are  enumerated  in  the  regulations 
of  the  Colleges. 

Registration. — After  passing  the  preliminary  examination 
the  student  should  at  once  enter  his  name  on  the  register  of 
medical  students  kept  by  Mr  James  Robertson,  48  George 
Square,  Edinburgh. 

Professional  Examination. — The  curriculum  must  extend 
over  five  years.  Graduates  in  Arts  or  Science  of  any  recognised 
University  who  have  spent  a  year  in  the  study  of  Physics, 
Chemistry  and  Biology,  and  have  passed  an  examination  in 
these  subjects  for  the  degrees  in  question,  are  exempted  from 
the  first  year  of  study. 

It  is  advisable  to  devote  the  fifth  year  to  clinical  work  in  any 
recognised  Public  Hospital  or  Dispensary,  and  to  the  study  of 
special  diseases.  In  lieu  of  this,  however,  six  months  of  the 
final  year  may  be  passed  by  the  student  as  a  pupil  to  a  registered 
practitioner. 

Order  of  Study  which  is  recommended 

First  Summer, —  Three  months'  course  in    Physics  and  Ele- 
mentary Biology. 

First  Winter, —     Six    months*    course    in    Chemistry;    three 

months*  course  in  Practical  Chemistry. 

Second  Summer,-^Y{\sX.o\o%y — Three  months*  course. 

Practical  Anatomy. 
Second  Winter, —  Lectures  on  Anatomy — Six  months*  course. 

Lectures  on  Physiology — Six  months*  course. 
Practical  Anatomy — Twelve  months. 
Third  Summer, —  Pathology,   Materia    Medica,    and    Practical 

Materia  Medica — Three  months'  course 
in  each. 
Third  Winter, —    Six  months*  course  in  Surgery  and  Clinical 

Surgery.     Attendance  at  Hospital. 
Fourth  Summer, — Three    months*    course    in    Midwifery   and 

Gynaecology. 
Medical  Jurisprudence  and  Public  Health. 
Clinical  Surgery.     Attendance  at  Hospital. 
Fourth  Winter, —  Lectures  on  Medicine  and  Clinical  Medicine 

— Six  months*  course  in  each. 
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Fifth  Summer, —  Three  months  at  Clinical  Medicine. 

Practical  Midwifery — Personal  attendance  on 
twenty  cases  under  the  direction  of  a 
medical  practitioner,  or^  alternatively, 
three  months'  attendance  at  a  Lying-in- 
institution  and  personal  attendance  on 
six  cases. 

Insanity,  Diseases  of  Children,  Diseases  of  the 
Eye. 

Fifth  Winter. —  Fevers,  Operative  Surgery,  Vaccination,  Dis- 
pensary Practice,  Skin  Diseases,  Ear  and 
Throat.     Hospital. 

Professional  Examinations. — Four  of  these  are  held 
during  the  curriculum.  Each  is  held  quarterly  in  Edinburgh 
and  twice  a  year  in  Glasgow.  Candidates  may  go  up  for  all  the 
subjects  of  the  first  Professional  examination  at  once,  or  may 
enter  for  and  pass  in  any  division  of  subjects.  A  higher  per- 
centage of  marks  is  required,  however,  from  candidates  entering 
for  such  divisions. 

Candidates  must  enter  for  all  the  subjects  of  the  second, 
third,  and  final  examinations. 

First  Examination, —  This  embraces  Physics,  Chemistry,  and 

Elementary  Biology.  It  may  be 
taken  wholly  or  in  divisions,  and 
should  be  passed  before  the  begin- 
ning of  the  second  winter  session. 

Second  Examination, — Anatomy,  Physiology,  including  His- 
tology. This  should  be  passed  at 
the  end  of  the  second  year  of  study. 

Third  Examination, —  Pathology,  Materia  Medica,  and  Phar- 
macy. This  should  be  taken  at  the 
end  of  the  third  year. 

Final  Examination, — Can  only  be  taken  at  the  end  of  the 

fifth  year.    The  candidate  must  have 
attained  the  age  of  twenty-one. 
It  includes — 

1.  Medicine,  Therapeutics,  Medical 

Anatomy,  Clinical  Medicine. 

2.  Surgery,  Surgical  Anatomy,  Clini- 

cal Surgery,  Diseases  of  the  Eye. 

3.  Midwifery  and  Diseases  of  Women 

and  Newly-born  Children. 

4.  Medical  Jurisprudence  and  Public 

Health. 
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Fees  for  Professional  Examinations 

For  the  first  three,  ^5  each.     For  the  final,  ^15.    The  total 
expenses  for  the  degrees  amount  to  from  ^i  10  to  ^120. 


Diploma  in  Public  Health  of  the  Royal  Colleges 

This  Diploma  is  granted  by  the  Triple  Qualification  Board 
after  one  series  of  examinations. 

1.  Every  candidate  must  have  held  a  registrable  medical 
qualification  for  one  year  before  appearing  for  this  examination. 

2.  After  graduation  in  Medicine  he  must  have  attended 
during  six  months  a  Public  Health  Laboratory  recognised  by 
the  Board,  and  in  which  Chemistry,  Bacteriology,  and  the 
Pathology  of  the  Diseases  of  Animals  transmissible  to  man 
are  taught. 

3.  He  must  have  studied  practically  after  obtaining  his 
medical  qualification  during  six  months  outdoor  sanitary  work 
under  a  recognised  teacher. 

(a)  In  England  and  Wales  a  Medical  Officer  of  Health  of  a 
county  with  not  less  than  50,000  population. 

(J))  In  Scotland  or  Ireland  the  Medical  Officer  of  county 
or  combination  with  not  less  than  30,000  inhabitants. 

{c)  Under  a  Medical  Officer  of  Health  who  is  a  teacher  in 
Department  of  Public  Health  in  a  recognised  medical 
school. 

If  the  candidate  have  been  a  Medical  Officer  of 
Health  himself  he  is  exempted  from  this  regulation. 

4.  He  must  have  studied  fevers  clinically  in  a  recognised 
hospital. 

The  First  Examination  includes — 

(i)  Laboratory  work — very  much  the  same  as  for  the 
University  of  Edinburgh. 

(2)  Chemistry.     (3)  Physics.     (4)  Meteorology. 
Second  Examination  embraces — 

(i)  Report  on  premises  visited. 

(2)  Examination  at  Fever  Hospital. 

(3)  Examination  at  Public  Abattoir. 

(4)  Epidemiology  and  Endemiology. 

(5)  Vital  Statistics  and  Sanitary  Law. 

(6)  Practical  Sanitation. 

Both  Examinations  may  be  taken  at  once  or  separately. 
Fee  for  each,  ;f  5,  5s. 
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Membership  and  Fellowship  of  the  Royal  College 

OF  Physicians 

The  candidate  must  hold  a  recc^nised  qualification,  and  be 
of  the  age  of  twenty-five  years.  He  must  pass  an  examination 
on  Medicine  and  Therapeutics  and  on  Clinical  Medicine,  as  well 
as  in  a  special  branch  of  medicine — e.g,y  Psychological  Medicine, 
Pathology,  Medical  Jurisprudence,  Public  Health,  Midwifery, 
Gynaecology. 

The  fee  for  the  Membership  is  ;f3i,  los.;  but  if  the  candidate 
hold  the  Licence  of  the  College  it  is  ;^I5,  15s. 

The  Fellowship  is  conferred  by  election  on  Members  of  one 
year's  standing — the  fee  being  ;f  56,  los. 

Fellowship  of  the  Royal  College  of  Surgeons 

Every  candidate  for  the  Fellowship  must  be  twenty-five  years 
of  age,  and  must  have  been  engaged  in  the  practice  of  his  pro- 
fession for  two  years  after  obtaining  a  recognised  qualification 
in  Surgery.  He  must  pass  an  examination  on  the  Principles 
and  Practice  of  Surgery,  Surgical  Anatomy,  Operative  and 
Clinical  Surgery,  and  one  optional  subject — e,g.y  Ophthal- 
mology, Aural  and  Laryngeal  Surgery  :  Cerebro  -  Spinal, 
Abdominal,  Gynaecological,  Orthopaedic,  Dental,  Venereal  and 
Genito-Urinary  Surgery :  Advanced  Anatomy  or  Physiology, 
Surgical  Pathology  and  Morbid  Anatomy,  Midwifery,  Medical 
Jurisprudence  and  Public  Health. 

The  petition  for  examination  must  be  signed  by  two  Fellows 
as  proposer  and  seconder.  The  payments  to  the  College  funds 
amount  to  £^^.  If  the  candidate  be  a  Licentiate  of  the  College, 
the  payment  is  only  £}jo. 


Institutions  for  Clinical  Instruction  in  Edinburgh 

Royal  Infirmary.  About  700  beds.  Fees — ^perpetual  ticket, 
£\2y  or  £6y  6s.  for  one  year.  Clinical  instruction  is  given 
daily  in  all  the  branches  of  Medicine  and  Surgery  by  many 
teachers. 

Royal  Hospital  for  Sick  Children.  84  beds.  700  in-patients 
yearly. 

Royal  Maternity  and  Simpson  Memorial  Hospital.  300  in- 
patients yearly. 

City  Hospital  for  Infectious  Diseases.    400  beds. 

Royal  Asylum,  Momingside.     500  beds. 

Many  Dispensaries  for  General  and  Special  Diseases. 
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Medical  Education  for  Women  in  Edinburgh 

Medical  College  for  Women,  Minto  House,  Chambers 

Street 

This  College  is  conducted  by  the  Scottish  Association  for 
the  Medical  Education  of  Women — an  Association  which  has 
for  its  object  the  furthering  of  the  medical  education  of  women 
on  a  liberal  basis. 

The  curriculum  is  the  same  as  that  provided  for  male  students 
in  the  Extra-mural  School,  and  is  recognised  by  the  University 
of  Edinburgh  as  qualifying  for  graduation  in  medicine  and 
-Surgery,  as  well  as  by  the  other  Universities  and  Colleges  open 
to  women. 

Fees  are  the  same  as  for  male  students,  varying  to  some 
extent  according  as  the  student  works  for  a  University  degree 
or  a  College  qualification.  Students  are  required  to  pay  a 
College  matriculation  fee  of  25s.  for  the  winter  session,  and 
iSs.  for  the  summer  session. 

The  College  has  rapidly  increased  in  size,  and  the  students 
during  the  winter  session  1898-99  numbered  over  one  hundred. 

The  Muir  Hall  of  Residence,  in  George  Square,  has  lately 
been  opened  for  women  medical  students.  Applications  for 
rooms  should  be  made  to  the  Superintendent,  Muir  Hall  of 
Residence,  1 1  George  Square,  Edinburgh. 

The  prospectus  for  the  Medical  College  for  Women,  as  well 
as  any  information  regarding  the  medical  education  of  women 
in  Edinburgh,  can  be  obtained  from  Miss  Mackie,  Secretary, 
Medical  College  for  Women,  Minto  House,  Chambers  Street, 
Edinburgh,  who  will  also  be  glad  to  furnish  lists  of  lodgings  to 
intending  students. 

Clinical  tuition  is  provided  in  the  Edinburgh  Royal  Infirmary 
for  women  students. 


List  of  Teachers  in  Edinburgh 

From  the  following  list  of  teachers,  the  student  may  select 
those  whom  he  considers  to  be  the  most  desirable  instructors. 
The  courses  given  by  the  Extra-mural  Lecturers  are  recognised 
as  qualifying  for  graduation  by  the  University  of  Edinburgh  and 
by  other  examining  Boards. 

Anatomy —     Professor  Sir  Wm.  Turner,  M.B.,  F.R.S.,  University. 

R.  J.  A.  Berry,  M.D.,  New  School. 
J.  Ryland  Whitaker,  M.B.,  Surgeons*  Hall. 

Botany —         Professor  L  Balfour,  M.D.,  Botanical  Gardens. 

A.  N.  MacAlpine,  B.Sc,  Minto  School. 
Robert  TurnbuU,  B.Sc,  New  School. 
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Chemistry —    Professor  Crum  Brown,  M.D.,  University. 

Stevenson  Macadam,  Ph.D.,  Surgeons*  Hall. 
W.  Ivison  Macadam,  F.R.S.E.,  Surgeons'  Hall. 
A.  P.  Aitken,  D.Sc.  Royal  Veterinary  College. 
Dr    Read  man,  4   Lindsay   Place   (Practical   and 
Analytical). 

Practical  Chemistry  (alone) — 

J.  Falconer  King,  F.C.S.,  Minto  House. 
J.  B.  Readman,  D.Sc,  4  Lindsay  Place. 

Zoology —       Professor  Ewart,  M.D.,  University. 

Biology —         R.  Turnbull,  New  School. 

Physics —        Professor  P.  G.  Tait,  M.A.,  University. 

C.  G.  Knott,  D.Sc,  University. 
Dawson  Turner,  M.D.,  Surgeons*  Hall. 

Physiology —  Professor  Schafer,  M.D.,  University. 

D.  Noel  Paton,  M.D.,  Surgeons*  Hall. 

Pathology —    Professor  Greenfield,  M.D.,  University. 

W.  Russell,  M.D.,  Medical  College  for  Women. 
Theodore  Shennan,  M.D.,  Surgeons*  Hall. 

Materia  Medica  and  Therapeutics — 

Professor  T.  R.  Fraser,  M.D.,  University. 
William  Craig,  M.D.,  Surgeons*  Hall. 
Lockhart  Gillespie,  M.D.,  Minto  House. 

Medical  Jurisprudence  and  Public  Health — 

Professor  Sir  Henry  Littlejohn,  M.D.,  University. 
Harvey  Littlejohn,  M.D.,  Surgeons*  Hall 
Aitchison  Robertson,  M.D.,  New  School. 

Surgery —       Professor  J.  Chiene,  M.D.,  University. 

F.  M.  Caird,  F.R.C.S.E.,  New  School. 
J.  W.  B.  Hodsdon,  FR.C.S.E.,  Surgeons*  Hall. 
J.  Shaw  McLaren,  F.R.C.S.E.,  New  School. 
H»  Alexis  Thomson,  F.R.C.S.E.,  Minto  House. 
David  Wallace,  F.R,C.S.E.,  Nicolson  Square. 

Clinical  Surgery — 

Professor  Annandale,  F.R.C.S.E.,  Royal  Infirmary. 
P.  H.  Maclaren,  F.R.C.S.E.,  „ 

C.  W.  Macgillivray,  F.R.C.S.E.,  „ 

J.  M.  Cotterill,  F.R.C.S.E., 
C.  W.  Cathcart,  F.R.C.S., 

Practice  of  Physic — 

Professor  Sir  T.Grainger  Stewart,  M.D.,  University. 
Alex.  James,  M.D.,  New  School. 
J.  O.  Affleck,  M.D.,  Surgeons'  Hall. 
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Byrom  Bramwell,  M.D.,  New  School. 

G.  A.  Gibson,  M.D.,  Minto  House. 

R.  W.  Philip,  M.D.,  New  School. 

R.  A.  Fleming,  M.D.,  27  Nicolson  Square. 

Graham  Brown,  M.D. 

Clinical  Medicine — 

The  Physicians  of  the  Royal  Infirmary. 

Midwifery  and  Diseases  of  Women — 

Professor  A.  R.  Simpson,  M.D.,  University. 

J.  Halliday  Croom,  M.D.,  Minto  House. 

D.  Berry  Hart,  M.D.,  Surgeons'  Hall. 

J.  W.  Ballantyne,  M.D.,  Medical  School  for  Women. 

A.  H.  F.  Barbour,  M.D.,  New  School. 

R.  Milne  Murray,  M.D.,  New  School. 

F.  W.  N.  Haultain,  M.D.,  New  School. 
J.  Haig  Ferguson,  M.D.,  New  School. 

Insanity —      T.   S.   Clouston,    M.D.,    University    and    Royal 

Asylum. 
Dr  Sir  J.  Batty  Tuke,  M.D.,  Surgeons'  Hall. 

Diseases  of  the  Eye — 

G.  A.  Berry,  M.B.,  University. 

G.  Mackay,  M.D.,  Surgeons*  Hall. 
W.  G.  Sym,  M.D.,  New  School. 

Vaccination — Wm.  Husband,  M.D.,  Royal   Public  Dispensary, 

Richmond  Street. 

J.  B.  Buist,  M.D.,  Western  and  Cowgate  Dispen- 
sary. 

Francis  Cadell,  F.R.C.S.E.,  New  Town  Dispensar>% 
Thistle  Street. 

Diseases  of  Children — 

The  Physicians  and  Surgeons  of  the  Sick  Children's 

Hospital. 
John  Thomson,  M.D.,  New  School,  Bristo  Street 

Diseases  of  the  Skin — 

W.  Allan  Jamieson,  M.D.,  Royal  Infirmary. 
Stewart  Stirling,  M.D.,  Surgeons'  Hall. 
Norman  Walker,  M.D.,  Royal  Infirmary. 

Diseases  of  the  Ear^  Nose,  and  Throat — 

P.  M*Bride,  M.D.,  Royal  Infirmary. 
J.  Kirk  Duncanson,  M.D.,  6  Cambridge  Street 
G.  Hunter  Mackenzie,  M.D.,  Eye,  Ear,  and  Throat 
Infirmary. 

Systematic  Gyncecology — 

N.  T.  Brewis,  M.D.,  27  Nicolson  Square. 
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Glasgow  University. 

The  medical  curriculum  at  the  University  extends  over  five 
years,  and  the  classes  are  held  in  the  handsome  buildings  at 
Gilmorehill,  adjacent  to  which  lies  the  Western  Infirmary, 
where  there  is  an  excellent  field  for  clinical  and  practical 
work. 

The  Faculty  of  Medicine  embraces  the  classes  of  Botany, 
Natural  History,  Physics,  Chemistry,  Anatomy,  Embryology, 
Physiology,  Materia  Medica,  Pathology,  Forensic  Medicine, 
Surgery,  Clinical  Surgery,  Practice  of  Medicine,  Clinical  Medi- 
cine, Midwifery,  Insanity,  Diseases  of  the  Eye,  Diseases  of  the 
Throat  and  Nose,  Diseases  of  the  Skin,  and  Diseases  of  Children. 

The  cost  of  this  education  is  about  £126. 

Before  the  commencement  of  medical  and  surgical  studies 
the  preliminary  examination  has  to  be  passed.  The  names  of 
candidates  for  this  examination  must  be  given  in  and  the 
fee  of  IDS.  6d.  paid  to  the  assistant  clerk  at  the  Matriculation 
Office.  At  the  Matriculation  Office  successful  students  can 
obtain  the  registration  forms  which  must  be  filled  up  and  sent 
to  1  George  Square,  Edinburgh. 

The  University  of  Glasgow  offisrs  many  attractions  to  students. 
The  professional  chairs  are  occupied  by  able  men,  some  of  them 
of  world-wide  renown  ;  and  in  the  Western  Infirmary  with  the 
recent  additions  to  its  surgical  theatres,  and  its  excellent  patho- 
logical laboratories  and  museum,  a  splendid  field  of  observation 
is  open  to  the  student.  There  are  also  extremely  good  oppor- 
tunities for  practical  work  in  the  various  dispensaries  of  the  city, 
in  the  Maternity  Hospital  with  its  large  out-door  department, 
and  also  at  the  Royal  Hospital  for  Sick  Children,  the  Eye 
Infirmary,  and  the  Royal  Asylum  of  Gartnavel. 

The  Students*  Union,  situated  in  the  University  grounds, 
is  very  convenient,  and  much  taken  advantage  of,  while  the 
football  and  cricket  field,  the  gymnasium  and  tennis-courts 
lie  just  below,  between  the  University  and  the  Western 
Infirmary. 

Lodgings  are  to  be  found  all  round  the  neighbourhood,  so 
that  the  whole  life  of  the  student,  his  work  and  his  recreation, 
is  drawn  into  a  small  circle,  within  which  he  can  move  as  busily 
and  as  profitably  to  himself  as  in  any  teaching  school  in  the 
kingdom. 

A  students'  magazine  is  usually  issued  weekly  during  the 
session,  and  has  a  successful  circulation  amongst  all  the  students 
at  Gilmorehill.  For  medical  students  there  is  a  Medico- 
Chirui^ical  Society  for  debating  purposes. 
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Queen  Margaret  College  for  Women 

In  February  1892  the  Universities*  Commission  issued  an 
ordinance  empowering  the  Scottish  University  Courts  to  make 
provision,  within  the  Universities,  for  instruction  of  women. 
The  Council  of  Queen  Margaret  College,  in  consideration  of 
this  provision,  made  over  their  work  to  the  University.  The 
"  Queen  Margaret  College "  survives  now  as  the  part  of  the 
University  which  is  devoted  to  the  education  of  women. 

A  full  course  of  medicine  and  sui^ery  is  obtainable.  The 
regulations,  fees,  etc.,  are  similar  to  those  for  men.  The  build- 
ings are  pleasantly  situated  in  grounds  of  their  own,  close  to  the 
Botanic  Gardens.  The  newly-built  anatomical  department  is 
excellently  arranged  and  most  complete.  Clinical  work  is 
amply  provided  for  in  the  Royal  Infirmary  and  its  Dispensaries, 
and  in  the  Royal  Hospital  for  Sick  Children,  the  Glasgow 
Maternity  Hospital,  the  Royal  Asylum  of  Gartnavel,  and  the 
Belvidere  Fever  Hospital.  There  are  also  arrangements  for 
special  study  and  research. 

Students  can  have  board  and  lodging  at  Queen  Mai^aret 
Hall,  within  easy  reach  of  the  College,  at  the  rate  of  about  one 
guinea  per  week  for  each  week  of  the  session.  The  school  is 
flourishing  and  largely  attended.  There  is  a  winter  session 
commencing  in  October  and  a  summer  session  in  April 

All  information  necessary  can  be  obtained  from  Miss 
Galloway,  Queen  Margaret  College,  Glasgow. 


St  Mungo's  College  Medical  School,  Glasgow 

St  Mungo's  College  was  the  outcome  of  the  Royal  Infirmary 
Medical  School  which  was  opened  in  1876.  The  venerable 
Infirmary  has  now  actively  existed  for  one  hundred  and  three 
years,  and  the  students  of  St  Mungo  have  peculiarly  good 
opportunities  for  practical  and  clinical  work  in  the  wards  and 
dispensaries.  To  the  Royal  Infirmary  a  large  number  of 
accidents  are  admitted,  and  numerous  medical  cases  of  all 
kinds ;  and  for  students,  and  more  especially  for  house-surgeons 
and  house-physicians,  the  practical  experience  is  abundant 
St  Mungo's  College  buildings  are  attached  to  the  Dispensary 
and  adjacent  to  the  Infirmary.  The  winter  session  opens  in 
October,  and  there  is  always  a  summer  session  from  April  to 
July.  All  information  regarding  classes,  fees,  etc.,  can  be 
obtained  from  the  Dean,  Professor  R.  T.  Kent,  St  Mungo's 
College,  86  Castle  Street.  The  classes  are  for  male  students 
only.  The  class-rooms  and  laboratories  have  accommodation 
for  300  or  400  students.  The  anatomical  department  consists 
of    large,  well-lighted    dissecting-rooms,   a   lecture-room,  and 
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osteolc^^  gallery  and  museum.  There  are  also  chemical» 
physiological,  zoological,  and  botanical  laboratories.  In  the 
adjacent  dispensaries  fully  40,000  patients  are  seen  yearly. 
Students  can  also  have  access  to  the  well-equipped  Pathological 
Museum  and  Laboratory  of  the  Infirmary  and  the  bacterio- 
logical department. 

The  electrical  department  of  the  hospital  is  one  of  the  best 
in  the  country. 

The  bursaries  are  few  in  number,  but  the  class  fees  are 
moderate,  averaging  two  guineas  for  a  winter  course,  while  the 
combined  theoretical  and  practical  courses  of  anatomy,  zoologfy^ 
physiology  and  pathology  are  four  guineas  each. 

A  Public  Health  Laboratory  is  also  open  to  students  for  a 
complete  course  in  practical  work,  and  there  are  two  lectureships 
on  this  subject,  so  that  those  who  desire  may  conform  to  the 
new  r^ulations  of  the  Medical  Council  and  the  requirements 
of  the  examining  boards.  Excellent  instruction  in  fevers  can 
be  obtained  at  the  Belvidere  Hospital.  Dressers  and  clerks 
are  chosen  from  the  students  for  work  in  the  wards  of  the 
Infirmary. 

Anderson's  College  Medical  School, 

Dumbarton  Road,  Partick,  Glasgow 

Lectures  are  delivered  on  all  the  subjects  of  the  five  years* 
curriculum ;  hospital  practice  and  clinical  lectures  in  Western 
or  Royal  Infirmar}%  pathology  in  Western  or  Royal  Infirmary, 
vaccination  and  dispensary  practice  in  Western  or  Royal 
Infirmary  Dispensary.  The  above  lectures  qualify  for  all  the 
Licensing  Boards  in  the  United  Kingdom. 

They  are  also  recognised  by  the  Universities  of  London,  Dur- 
ham, Ireland,  Glasgow  and  Edinburgh  (the  latter  two  under 
certain  conditions,  which  are  stated  in  the  school  calendar). 

The  new  buildings  are  situated  in  Dumbarton  Road,  immedi- 
ately to  the  west  of  the  entrance  to  the  Western  Infirmary, 
within  two  minutes'  walk  of  that  institution  and  four  minutes* 
walk  of  the  University. 

A  calendar  containing  full  particulars  of  the  school  may  be 
obtained  from  the  secretary  to  the  Medical  Faculty,  Anderson's 
College  Medical  School,  Dumbarton  Road,  Partick,  Glasgow. 

The  session  opens  on  Thursday,  19th  October. 

Class  fees  (anatomy,  chemistry,  practical  materia  medica  and 
pharmacy,  practical  physiology,  zoology,  botany,  and  mental 
diseases  excepted):  First  session,  ^2,  2s.;  second  session,  ^i,  is.; 
afterwards  free. 

AfMtomy  class  fees:  Winter,  first  session  (including  practical 
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anatomy),  ^4,  4s. ;  second  session  (including  practical  anatomy), 
j^4,  4s. ;  third  session,  ^2,  2s.  To  those  who  have  had  the 
necessary  courses  of  practical  anatomy  the  fee  will  be  ;^i,  is. 

Summer — Lectures  and  practical  anatomy,  ^2,  12s.  6d.; 
lectures  alone,  j^i,  us.  6d. ;  practical  anatomy  alone,  ^i,  is.; 
osteology  and  practical  anatomy,  ^2,  12s.  6d.  ;  osteology  alone, 

;£l,  IIS.  6d. 

Chemistry  class  fees :  Winter,  first  course,  ^2,  2s.;  second 
course,  ^2,  2s.  Summer  (practical),  first  course,  ^2,  2s.;  second 
course,  ^2,  2s. 

Practical  materia  medica  and  pharmacy  class  fees:  First 
session,  ^2,  2s. ;   second  session,  £2,  2s. 

Practical  physiology  class  fees:  First  session,  ^2,  2s.;  second 
session,  ^2,  2s. 

Zoology^  jCif  IIS.  6d. ;  practical  zoology,  jCi,  is. 

Botany,  £iy  us.  6d. ;  practical  botany,  £1^  is. 

Mental  diseases ^  jQi,  is. 

Matriculation  fee :  Winter,  los.  to  those  taking  out  two  or 
more  classes,  which  represents  a  combined  fee  for  the  winter  and 
summer  sessions  ;  Ss.  to  those  taking  only  one  class. 

Summer,  Ss.,  except  to  those  who  have  paid  a  fee  of  los.  for 
the  winter  session. 

Students  who  have  attended  classes  at  other  schools,  and 
who  desire  to  pursue  their  studies  at  Anderson's  College  Medi- 
cal School,  will  be  admitted  to  such  classes  as  they  may  have 
attended  elsewhere  at  the  reduced  fees. 


Aberdeen  University 

The  course  of  study  for  the  degree  of  M.B.,  Ch.B.,  extends 
over  five  years,  of  which  two  at  least  must  be  spent  in  the 
University  of  Aberdeen. 

The  curriculum  is  the  same  as  in  the  other  Scottish  Uni- 
versities as  far  as  relates  to  attendance  on  University  classes,  to 
clinical  study  at  a  General  Hospital,  to  attendance  on  courses 
of  Clinical  Surgery,  Clinical  Medicine,  Mental  Diseases,  and 
Practical  Pharmacy,  to  instruction  in  Vaccination,  and  to 
attendance  on  Cases  of  Labour. 

Certificates  for  these  various  classes  and  courses  must  attest 
not  only  regular  attendance,  but  also  due  performance  of  the 
work. 

There  is  no  prescribed  order  of  study,  but  a  scheme,  repre- 
senting the  minimum  curriculum,  has  been  drawn  up  for  the 
guidance  of  students,  and  is  printed  in  the  Calendar. 
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The  following:  are  the  Classes  in  the  Medical  Faculty 

Winter  Session 

Zoology — Professor  John  Arthur  Thotnson,  M.A.  r^ 

Chemistry — Professor  Japp,  M.A.,  LL.D.,  F;R.S. 

Anatomy — Professor  Raid,  M.D.,  F.R,C.S. 

Practical  Anatomy — Professor  Reid  and  Assistants. 

Physiology  (Syst.  and  Pract,) — Professor  Mac  William,  M.D. 

Materia  Medica — Professor  Cash,  M.D.,  F.R.S. 

Pathology  (Syst.    and   Pract.)  —  Professor     Hamilton,     M»B., 

FkR.CS.K.,  F.R.S.K* 
Surgery — Professor  Ogston,  CM.,  M.D. 
Medicine — Professor  Finlay,  B.A.,  M.D.,  F.R.C.P. 
Midwifery  and  Diseases  of  Women   and  Children — Professor 

Stephenson,  M.D.,  F.R.C.S.E. 

Summer  Session 

Botany — Professor  Trail,  M.A.,  M.D.,  F.L.S.,  F.R.S. 

Practical  Botany — Professor  Trail. 

Zoology — Professor  Thomson.' 

Practiced  Zoology-^T rokssor  Thomson. 

Physics — Professor  Niven,  M.A.,  D.Sc,  F.R.S. 

Practical  Chemistry — Professor  Japp  and  Assistant. 

Practiced  Anatomy — Professor  Reid  and  Assistants. 

Practical  Materia  Medica  and  Therapeutics — Professor  Cash  and 

Assistant 
Physiology  (Syst.  and  Pract.)- — Professor  Mac  William. 
Forensic  Medicine — Professor  Hay,  M.D. 
Prcu:tical  Hygiene  and  Forensic  Medicine — Professor  Hay. 
Pathology  (Syst.  and  Pract.) — Professor  Hamilton. 
Practical  Midwifery  and  Gynecology  and  Clinical  Diseases  of 
Children — Professor  Stephenson. 

Systematic  and  Practical  Pathology,  and  Systematic  and 
Practical  Physiology  respectively  are  now  taught  as  parts  of  one 
continuous  course,  occupying  a  whole  academic  year — /.^.,  a 
summer  and  a  winter  session. 

There  are  Assistants  to  the  Professors  in  the  Medical  Faculty 
appointed  annually,  two  in  the  departments  of  Anatomy  and 
Materia  Medica,  and  one  in  each  of  the  other  departments. 

The  following  are  recognised  as  Lecturers  : — 
Lecturer  on  Mental  Diseases  .         .     Wm.  Reid,  M.D. 

„  Ophthalmology    .         .  |^>"R.^|^g  ^•^•'  ^•^•' 

Vaccination  .        .        .  r^'^^  M'Kerron,   M.A., 

„  Skin  Diseases  R.  J.  Garden,  M.D.,  CM. 

2  A 
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Lecturer  on  Diseases  of  Elar,  Throat, 

and  Nose. 


n 


}> 


J.  Mackenzie  Booth,  M.D., 

CM. 
fW.  H.  Williamson,  M.D., 

D.D.S. 


Dental  Surgery    . 

Oph«,aimology   .        .  (A-^.^-^^,  ^.m"""""' 

All  the  University  Classes  are  held  at  Marischal  Collie. 

Tutorial  Classes  are  held  in  connection  with  most  of  the 
Systematic  Courses,  and  practical  instruction  is  g^iven  in  the 
fully-equipped  Laboratories  connected  with  the  several  depart- 
ments. 

Graduates  or  others  desirous  of  engaging  in  special  study 
or  research  may  be  allowed  by  the  Senatus  to  work  in  any  of 
the  Laboratories.  Such  Research  Students  are  exempted  from 
payment  of  Laboratory  Fees  (v.  infra),  but  must  matriculate 
each  year,  paying  the  ordinary  Matriculation  Fee. 

Fees  for  Ordinary  Laboratory  Course — 

For  six  hours  a  week  (winter  session)  •    ;£^3     3    o 
Each  additional  hour  (     „  „      )  .       o  lo    6 

For  nine  hours  a  week  (summer    ,.      )  .       3     3    0 
Each  additional  hour  .         .         .         .070 
Or,  For  one  month  (all  day)  .  .440 

„     two  months  (     „     )  .         .         .       7    7    o 
„    three    „       (     „     )  .        .        .      10  10    o 
The  Matriculation  Fee  must  be  paid  in  addition. 
General  clinical   instruction  is  obtained   in   the    following 
Medical  Institutions : — 

The  Royal  Infirmary  of  Aberdeen 

This  General  Hospital,  situated  about  seven  minutes'  walk 
from  Marischal  College,  has  been  recently  constructed  on  the 
most  modem  principles,  and  is  fully  equipped  with  all  the 
requirements  for  medical  work  and  teaching.  It  accommodates 
upwards  of  two  hundred  patients;  the  number  of  patients 
admitted  during  the  year  1898  was  2605,  and  the  number  of 
out-patients  treated  during  the  same  period  was  5692. 

Four  resident  medical  officers  are  appointed  annually,  two  in 
May  and  two  in  August,  from  those  who  have  completed  their 
medical  course,  to  hold  office  for  twelve  months.  Salary,  £2^ 
with  board. 

Fees. — Perpetual  fee  to  hospital  practice,  £6^  or,  first  year, 
£1^  los.,  second  year,  £i^  afterwards  free ;  clerkship  in  medicine, 
£iy  IS.;  dressership  in  surgery,  ;^i,  Is. ;  pathological  demonstra- 
tions, £1^  IS.    (Special  courses  of  lectures  are  charged  for.) 
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PROFESSIONAL  EXAMINATIONS 

I.  Degrees  of  M.B.,  Ch.B. 

There  are  four  examinations  :  the  subjects  and  regulations 
of  these  are  common  to  all  the  Scottish  Universities. 

II.  Degree  of  M.D. 

The  regulations  are  common  to  all  the  Scottish  Universities. 

The  candidate  must  be  M.B.,  Ch.B.  of  Aberdeen  Universit)-, 
and  twenty-four  years  of  age  or  upwards. 

He  must  submit  a  thesis  composed  by  himself,  and  pass  an 
examination  in  clinical  medicine. 

The  following  are  special  regulations  with  regard  to  the 
clinical  examination  : — 

The  examination  is  both  written  and  oral,  and  consists  of 
the  following  divisions — 

Part  I.  {a)  A  written  report  on  one  or  more  clinical  cases 

examined  by  the  candidate. 
{V)  An  oral  and  practical  examination  at  the  bed- 
side. 
Candidates  must  be  able  to  use  the  laryngoscope 
and  ophthalmoscope,  so  far  as  they  are  re- 
quired in  medical  cases. 
Part  11.  The  candidate  must  show  a  high  proficiency  in  a 

special  department  selected  by  himself,  e.g,y  Ob- 
stetrics, Mental  Diseases,  Zymotic  Diseases,  or 
other  departments  approved  by  the  Senatus. 
Part  III.  A  commentary  in  writing  on  a  case  or  cases,  a 

statement  of  the  particulars  of  which  will  be 
submitted  to  the  candidate. 

(For  dates  of  submission  of  thesis,  payment,  offices,  etc,  v. 
degree  of  CM.) 

III.  Degree  of  CM. 

The  regulations  are  common  to  all  the  Scottish  Universities. 

The  candidate  must  be  M.B.,  Ch.B.  of  Aberdeen  University, 
and  twenty-four  years  of  age  or  upwards. 

He  must  submit  a  thesis  composed  by  himself,  and  pass  an 
examination,  of  which  the  following  are  the  special  regula- 
tions : — 

The  examination  is  written,  oral,  and  practical,  and  consists 
of  the  following  divisions — 

Part  I.  {a)  A  written  report  on  one  or  more  clinical  cases 

examined  by  the  candidate. 
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*    {b)  An  oral  and  practical  examination  on  cases/ 

Candidates  must  be   familiar   with  the  use  of 
instrunaents .  required  in  investigating  diseases 
of  the  eye,  ear,  and  throat 
jPakt  II.  An  examination  in  surgical  anatomy  and  opera- 
tions on  the  cadaver. 

Each  candidate  for  the  degree  of  CM.,  or  of  M.D.  must 
lodge  his  thesis  (accompanied  by  a  signed  declaration  that 
the  work  has  been  done  and  the  thems  composed  by  him- 
self) with  the  Dean  of  the  Faculty  of  Medicine  not  later 
than  1st  February  for*  the  spring  graduation  of  ist  June  for 
the  summer  graduation.  He  shall  at  the  same  time  intimate 
the  .specisJ  department  of  clinical  examination  (M.D.)  for 
which  he  wishes  to  enter,  and  pay  the  necessary  fee. 

The  fee  for  the  degree  of  M.D.  or  CM,  is  ^^lo,  los.  (ex- 
clusive, of  any  stamp  duty);  re-examination  fee  is  j^2,  2s, 

IV.  Diploma  in  Public  Health  (D.P.H.) 

The  diploma  is  conferred,  after  special  instruction  and 
examination,  on  anyone  who  has  been  at  least  twelve  months 
a  graduate  in  medicine  of  a  university  in  the  United  King- 
dom ;  if  not  a  graduate  of  Aberdeen  University,  the  candi- 
date ipust  attend  a  course  of  instruction  in  this  University 
in  one  or  more  subjects  embraced  in  the  examination  for  the 
diploma. 

Each  candidate  must  have  attended  a  course  of  instruction 
in  Public  Health. 

The  qualifying  post-graduate  instruction  embraces — 

(a)  Regular  attendance,  for  six  months,  at  a  general  fever 
hospital  with  not  less  than  fifty  beds. 

(^)  Daily  study  for  six  months  of  the  duties  of  outdoor 
sanitary  work  under  a  Medical  Officer  of  Health. 
(Any  candidate  who  has  himself  been  a  Medical 
Officer  of  Health  is  exempt  from  this.) 

(y)  Practical  instruction,  for  at  least  six  months,  in  labora- 
tory work,  which  includes  examination  of  water,  air, 
soil  and  foods,  and  the  study  of  bacteriology,  disin- 
fection, ventilation,  water  supply  and  sewerage,  and 
the  framing  of  reports  of  analysis.  The  laboratory 
attendance  must  extend  over  at  least  fifteen  hours  a 
week. 

The  qualifying  courses  of  laboratory  instruction  in  Aber- 
deen University  are  given  in  the  Public  Health  Laboratory 
(Fee,  ;f  6,  6s.),  and  the  Bacteriological  Laboratory  (Fee,  £l^  3s.). 
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The  Diploma  is  conferred  after  an  examination  in  March 
and  July  of  each  year. 

The  examination  is  written,  oral  and  practical,  and  is 
divided  into  two  parts. 

Part  I.  embraces  the  following  subjects  in  their  application 
to  Public  Health. 

(a)  Physics,  Engineering,  and  Meteorology. 
(/8)  Chemistry,  Microscopy,  and  Bacteriology. 

Part  II.  embraces: — 

(a)  General  Hygiene. 

(fi)  Sanitary  Law  and  Vital  Statistics. 

Part  L  may  be  taken  alone,  or  both  parts  together. 

The  written  examinations  occupy  two  days,  and  the  oral  and 
laboratory  and  outdoor  examination  three  to  four  days. 

Candidates  must  send  in  their  names,  together  with  certifi- 
cates of  requisite  instruction  and  fee,  to  the  Secretary  of  Facul- 
ties, a  fortnight  before  the  examination.  Examination  fee  is 
five  guineas.     Re-examination  fee  one  guinea. 

SUMMARY  OF  FEES 
I.  University  Fees 

(a)  Preliminary  Examination  (each  occasion)    .      j^o  lo    6 
(j8)  Matriculation — For  whole  year         .  i     i    o 

For  Summer  Session  .        o  lo   6 

(y)  Class  Fees. — Each  Systematic  Course — First 

attendance      .         3    3    0 
„        — Each  subsequent 

attendance      .         220 
Each  Practical  and  Operative 
Course  .  .  -330 

(Practical  Botany        .         220 
and 
Practical  Zoology       .         220 
(<S)  Degree  Fees— For  M.B.,  Ch.B.— 

1st  Professional  Exam.    £S     SO 
2nd         „  „  550 

3rd  „  „  550 

4th  „  „  770 

—   £21    2    0 

Re-examination  fee  for  not  more  than  two  subjects      i     i    0 

„  for  each  additional  subject   .         o  10    6 

For  M.D. .  .  .  .  .  .       ID  10    0 

For  Ch.M.  .  .  .       10  10    o 

Re-examination  Fee        .  .220 
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IL  Non-University  Fees 

Royal  Infirmary — Perpetual  fee  . 
Children's  Hospital 
Dispensary — Perpetual  fee 
City  (Fever)  Hospital 

Lectures  on  clinical  medicine — Winter  Session 

Summer 
„  clinical  surgery —  „ 

Clerkship  at  Royal  Infirmary 
Dressership       „  „ 

[Diseases  of  eye, 

„  ear,  throat 

and  nose, 
„  skin, 


2 

3 
I 
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2 
2 
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I 
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O 
O 
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O 
O 
O 
O 
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6 


Course  of  lectures  on 


Each  £i,  IS. 


vMental  diseases, 

(Vaccination, 
Dentistry, 
Post-mortem  room, 
The  cost  of  matriculation,  class,  and  hospital  fees  for  the 
whole  curriculum,  exclusive  of  fees  for  degrees,  is  usually  about 
£90^  

University  of  St  Andrews 

The  medical  degrees  are  the  same  as  those  of  the  other 
Scottish  universities,  and  they  are  granted  under  similar  con- 
ditions. The  graduation  fees  for  the  d^ree  of  M.B.,  Ch.R  amount 
to  twenty-two  guineas,  and  for  M,D.  or  Ch.M.  ten  guineas. 

United  College,  St  Andrews,  affords  considerable  facilities 

to  students  beginning  a  medical  course,  especially  if  they  are 

willing  to  combine  it  with  a  preliminary  two  years  of  study  for 

an  Arts  or  Science  degree.     Under  the  new  r^ulations,  which 

make  it  possible  to  study  botany,  zoology  and  chemistry  as  part 

of  the  course  for  an  M.A.  degree,  the  medical  student  can, 

during  the  early  years  of  his  medical  course,  hold  some  of  the 

many  bursaries  or  scholarships  which   the   University  of  St 

Andrews  has  to  offer.     For  women  the  large  number  of  Taylour 

Thomson  bursaries  (several  are  at  present  vacant),  to  which 

female  medical  students  have  a  preference,  makes  the  course 

in  St  Andrews  specially  advantageous.      There   are   several 

/20  bursaries   for  men.      The  cost  of  rooms  and   living   is 

considerably  under  that  in  the  larger  towns.     For  women  there 

is  an  excellent  residential  hall,  and  other  students  may  attend 

the  common  dinners  in  the  Union.     The  medical  course  in  St 

Andrews  extends  over  two  years,  and  embraces  all  the  subjects 

of  the  first  two  professional  examinations.     The  other  subjects 
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must  be  studied  elsewhere,  but  the  students  may  take  all  the 
examinations  in  the  University  and  graduate  there.  There  are 
special  buildings  for  the  Medical  School. 

University  College,  Dundee,  is  how  able  to  offer  the  student 
the  option  of  completing  his  course  in  Dundee  and  graduating 
in  the  University  if  he  so  choose.  There  are  at  present  several 
bursaries  which  may  be  held  by  medical  students.  The  chief 
attraction  of  the  school  in  Dundee  is  its  abundance  of  oppor- 
tunities for  clinical  work.  With  the  approaching  completion 
of  the  Women's  hospital  the  Royal  Infirmary  will  have  fully 
300  beds,  including  a.  special  children's  ward,  and  in  addition  there 
are  an  epidemic  hospital  and  a  large  asylum,  and  an  hospital 
for  incurable  diseases  is  in  preparation.  There  are  four  lai^ely- 
attended  dispensary  districts,  and  an  outdoor  maternity  service 
has  been  in  operation  for  four  years.  In  addition  to  the 
Collie  and  class  libraries,  the  students  have  the  use  of  the 
Dundee  Medical  Library,  a  collection  of  3000  volumes^  which 
is  being  steadily  added  to.  The  small  number  of  students  at 
present  in  tie  school  enables  each  to  secure  much  tnore 
individual  tuition,  and  a.  very  niuch  larger  amount  of  clinical 
work  and  experience  than  is  possible  in  the  larger  schools. 

The  classes  and  fees  at  the  United  College,  St  Andrews, 
are : — Natural  philosophy,  ^^3,  3s. ;  practical  physics,  ^2,  2s. ; 
chemistry,  jQi,  3s. ;  practical  chemistry,  jQ2,  2s. ;  natural  history, 
£iy  3s. ;  practical  zoology,  £2,  2s.  (when  taken  along  with  the 
-ordinary  classes  the  fee  for  each  of  these  three  practical  classes 
is  jQi,  IS.);  botany,  ^3.  3s.;  practical  botany,  ;^2,  2s.;.  physi- 
ology, ^3,  3s. ;  anatomy,  ^3,  3s. ;  practical  anatomy,  £1,  3s. ; 
materia  medica,  ^3,  3s. ;  practical  materia  medica,  ^3,  3s. 

The  classes  and  fees  at  University  College,  Dundee,  are : — 
Physics,  £i,  3s.;  practical  physics,  ^3,  3s.;  chemistry,  ^3,  3s.; 
practical  chemistry,  ^3,  3s. ;  natural  history,  ^3,  3s. ;  practical 
zoology,  £1,  3s. ;  botany,  £1^  3s. ;  practical  botany,  £2,  2s. ; 
physiology,  £i,  3s. ;  practical  physiology,  ^^3,  3s. ;  anatomy, 
-3^3.  3s. ;  senior  anatomy,  £2^  2s. ;  practical  anatomy  (winter), 
£i*  3s. ;  (summer),  £2,  2s. ;  surgery,  systematic,  £2,  2s. ; 
operative,  £2^  2s, 

Professors  and  Lecturers 

Physics —      Professor  Butler. 
Chemistry —  Professor  Purdie. 
Zoology —     Professor  Mackintosh. 
Botany  Lecturer — 

Mr  R.  A.  Robertson. 
Physiology — Professor  Pettigrew. 

Dr  Harris. 
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AnAtomy  Lecturer — :' 

James  Musgrove,  M.D. 
Materia  Medica — 

Professor  Marshall. 

Dr  Taylor. 

DUNDEE 

Professors  and  Lecturers 

Physics —      Professor  Kuenen. 

Dr  M*Cowan. 
Chemistry —  Professor  Walker. 

Dr  Lumsden. 
Zoology —     Professor  D'Arcy  Thompson. 
Botany —      Professor  Geddes. 
Physiology — Professor  Waymouth  Reid. 
Anatomy —   l^rincipal  Yule  Mackay. 
Surgery^  Systematic  and  Operative— 

Professor  MacEwan. 
Surgery^  Clinical — 

Professor  MacEwan. 

Mr  D.  M.  Greig. 
Medicine^  Systematic— 

Professor  Stalker. 
Medicine^  CliniccU — 

Professor  Stalker. 

Dr  Mackie  Whyte. 
Materia  Medicd — 

Professor  Marshall. 
Pathology —  Professor  Sutherland.    - 
Midwifery  and  Diseases  of  Women— 

Professor  Kynoch, 
Forensic  Medicine — 

C.  Templeman,  M.D.,  D.Sc,  M.O.H. 
Ophthalmology — 

Mr  A.  M'GilHvray,  M.D. 
Mental  Diseases — 

J.  Rorie,  M.D. 


abstracts  from  "Recent  literature 


MEDICINE 

Bile  Pigment  in  the  Urine.— Gluzinki  ( Wiener  klin, 

Wochenschr.y    1897,   No.    52)  contributes   a   new  test  for  the 

recognition  of  bile  pigment  in  the  urine.     To  the  urine  some 
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formalin  is  added  and  the  mixture  boiled.  A  green  colour 
results.  The  green  fluid  is  shaken  with  chloroform,  and  with 
the  addition  of  a  drop  of  sulphuric  acid  gives  an  amethist  violet 
colour  in  the  presence  of  bile  pigment  The  author  claims  that 
the  test  is  ten  times  as  sensitive  as  Gmelin's  reaction. 

Krokiewicz  and    Batko  {^Wiener  Klin.    Wochenschr,^  1898) 
recommend  a  test  based  upon  Ehrlich's  diago-reaction. 

Munk  {Archives  fur  Physiologies  1898,  p.  361)  gives  the 
results  of  an  inquiry  into  the  tests  for  bile  pigment  in  the  urine. 
The  tests  employed  were  Gmelin's  well  known  test  with  sulphuric 
acid,  Rosin's  test  with  one  per  cent  alcoholic  solution  of  iodin, 
and  Huppert's  somewhat  complicated  test  in  which  the  urine  is 
rendered  alkaline  with  soda  solution,  precipitated  with  the 
addition  of  a  solution  of  calcium  chloride  drop  by  drop ;  the 
precipitate  is  thrown  upon  a  filter  paper,  washed  with  water 
extracted,  a  5%  solution  of  hydrochloric  acid  in  alcohol,  and  if 
bile  be  present  a  blue  green  colour  appears  on  warming  the 
extract  Munk  considers  the  latter  test  the  most  trustworthy. 
It  is  more  simple  than  the  more  complicated  method  of  JoUes ; 
it  is  more  sensitive  than  Gruelin's  or  Rosin's  reactions ;  and  the 
presence  of  albumin,  indican,  and  of  other  pigments  does  not 
affect  the  reaction,  which  is  not  the  case  with  the  other  two  tests^ 

Jolles,  whose  test  is  above  referred  to,  returns  to  the  quanti- 
tative and  qualitative  estimation  of  bile  pigment  in  Wiener 
Med.  Wochenschr,y  1899,  No.  23.  He  advocates  the  test  he  pro- 
posed as  being  applicable  in  the  hands  of  every  practitioner 
without  the  necessity  of  a  laboratory.  About  10  ccm.  of  urine 
are  mixed  with  about  i  ccm.  chloroform  and  4-5  ccm,  chloride  of 
barium  solution.  The  mixture  is  well  shaken  and  then  stood  for 
a  few  minutes.  The  precipitate  settles  and  the  fluid  is  removed, 
preferably  by  filtration,  but  it  may  be  done  with  a  pipette  or 
by  decantation.  The  fluid  is  mixed  with  2-3  ccm.  of  a 
decinormal  HiibPs  iodine  solution  (0*13  grms.  iodine  mixed 
with  0'i6  mercuric  chloride  in  about  100  ccm.  95  per  cent 
alcohol)  and  about  i  ccm.  concentrated  sulphuric  acid,  strongly 
shaken  and  allowed  to  settle.  In  the  presence  of  bile  pig- 
ment the  precipitate,  the  chloroform  solution  and  the 
supernatant  fluid  are  coloured  green  or  greenish  blue.  When 
only  slight  traces  of  bile  pigment  are  present  the  precipitate 
alone  is  coloured. 


Estimation  of  Indican. — Wolowski  {Wratsch,  1899,  No. 
17)  gives  a  complicated  procedure  for  the  quantitative  estimation 
of  indican  in  the  urine.  Ten  ccm.  of  a  25  per  cent  solution  of 
acetate  of  lead  and  75  ccm.  urine  are  mixed.  If  the  mixture  is 
very  deeply  coloured  it  is  diluted.    Portions  of  5  ccm.  of  this  mix- 
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ture  are  taken  in  test  tubes  and  a  i  per  cent  solution  of  chlorate 
of  potash  added  to  the  first  tube  One  drop,  to  the  second  two, 
and  so  on.  To  each  tube  5  ccm.  add  5  ccm.  hydrochloric  acid» 
mix  without  shaking,  and  after  cooling  add  I  ccm.  chloroform 
to  each,  mix  and  the  chloroform  settles  to  the  foot  If  the 
quantity  of  indican  be  normal  (0*006-0*007  grms.  in  24  hours) 
there  will  be  in  the  first  tube  a  slight,  in  (the  second  a  decided, 
and  in  the  third  no  colour.  By  modifying  the  dilution  of  the 
potash  solution  the  method  can  be  applied  to  the  quantitative 
estimation  of  indican.  The  author's  observations  led  him  to 
the  conclusion  that  indicanuria  is  by  no  means  infrequently  the 
sole  cause  of  different  affections  both  acute  and  chronic.  That  by 
treating  the  indicanuria  many  an  acute  illness  can  be  terminated 
in  three  or  four  days  and  thus  avert  a  chronic  condition. 


The  Diagnosis  of  Renal  Calculi  with  the  Rontgen 

RAVa — Ringer  {Archives  fur  klin.  Chirurgie^  1899),  from  his 
results  in  the  surgical  clinic  in  the  Eppendorf  Hospital,  Hambui^, 
concludes : — 

1.  That  by  use  of  the  Rontgen  rays  oxalic  acid  calculi,  a 
somewhat  rare  form,  can  alone  be  diagnosed  with  certainty. 

2.  That  the  demonstration  of  other  calculi  can  only  be 
obtained  with  certainty  under  exceptionally  favourable  circum- 
stances, that  is  to  say  when  the  calculus  is  of  unusual  thickness, 
or  when  the  permeability  of  the  patient  is  unusually  satisfactory. 

3.  That  the  Rontgen  rays  should  be  made  use  of  in  every 
case  of  suspected  renal  calculus  as  an  aid  to  diagnosis.  Positive 
results  alone,  however,  are  to  be  accepted ;  negative  do  not 
exclude  the  presence  of  calculus. 


Simplification   of  the  Phenvlhvdrazi:^  Test  for 

Sugar. — Kowarsky  {BerL  klin.  Wocken.y  1899,  No.  19)  advises 
the  following  practical  simplification  of  the  phenylhydrazin  test 
for  sugar.  In  a  test  tube  take  five  drops  pure  phenylhydrazin, 
ten  drops  glacial  acetic  acid,  shake  the  mixture  gently,  and  add 
I  ccm.  of  a  saturated  solution  of  common  salt  Phenylhydrazin, 
hydrochlorate,  and  acetate  of  soda  are  formed,  and  have  the  ap- 
pearance of  a  white  caseous  mass.  Add  then  3  ccm.  urine 
(not  more)  to  the  test  tube,  and  heat  the  mixture  for  two  minutes 
over  the  flame.  Let  the  mixture  cool  slowly.  The  precipitate 
forms  more  or  less  rapidly  in  proportion  to  the  amount  of  sugar 
in  the  urine  under  examination.  If  sugar  be  present  in  the 
urine  in  the  proportion  of  0*5  per  cent,  or  more,  the  precipitate 
appears  after  two  minutes.  The  presence  of  albumin  in  small 
quantities  does  not  affect  the  reaction  ;  if  albumin  be  present  in 
large  quantities,  it  should  be  removed  by  boiling. 
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Reagent  Paper  for  THEDfexERMiNiNG  of  Iodine  Salts 

JN  THE  Urine  and  Saliva.— Bourget  {Therap.  Monatschefu, 
,1898,  p.  440)  finds,  a  specially  prepared  reagent  paper  useful  in 
the  recognition  of  iodine  salts.  Filter  paper  is  steeped  iii.5  per 
cent,  solution  of  boiled  starch,  dried,  and  then  in  5  per  cent 
solution  of  ammonium  sulphate  and  dried.  For  use  the  paper  is 
divided  into  squares  with  a  lead  pencil,  and  in  the  middle  of 
each  square  is  placed  a  drop  of  ammonium  sulphate  solution. 
A  drop  of  the  urine  or  saliva  to  be  examined  is  then  placed 
in  the  middle  of  the  square,  and  if  iodine  be  present  a  blue 
colour  is  developed.  The  reagent  paper  is  useful  in  checking 
Iodine  excretion,  as  in  testing  the  mobility  of  the  stomach  by 
Suhli's  method.  

^Etiology  and  Therapeutics  of  Biliary  Lithusis.— 

An  interesting  and  valuable  communication  on  this  subject  was 
made  to  the  Therapeutical  Society  of  Paris  on  14th  Jurie  by 
Or  Bouloumie.  He  has  personally  investigated  612  cases  (46s 
In  women  and  167  in  men). 

In  women,  hepatic  colic  is  most  frequently  observed  during 
pregnancy  and  delivery  (23*8  per  cent.)  and  at  the  menopause 
(27*2  per  cent),  whereas  in  men  the  period  of  maximum 
frequency:  is  from  the  age  of  45  toi  50.  In  both  sexes  various 
and  often  multiple  arthritic  phenomena  are  found  associated 
with  the  biliary  affection. 

Chronic  dyspeptic  troubles  are  found  to  be  much  more  fre- 
quently present  in  men  than  in  women  antecedent  to  the  hepatic 
colic.  Chronic  constipation  is  much  more  frequent  in  women. 
Migraine  is  often  a  precursor  of  the  attack. 

Pain  and  renal  colic  is  more  often  associated  with  biliary 
lithiasis  in  men  (587  per  cent.)  than  in  women  (31*64  per  cent), 
and  the  same  is  true  of  uric  acid  gravel. 

Articular  or  peri-articular  pains  occur  more  frequently  amongst 
men  than  women,  and  these  pains  often  precede  the  biliary  colic 

In  the  majority  of  cases  where  diathesis  cannot  be  proved, 
most  of  the  causes  which  have  a  relation  to  biliary  lithiasis 
are  those  often  common  to  acquired  gout 

Biliary  lithiasis  directly  consecutive  to  typhoid  fever,  to 
catarrhal  jaundice  or  to  enteritis  is  extremely  rare.  That  it 
can  be  produced  by  direct  or  indirect  bacterial  infection  is  true, 
but  the  state  of  nutrition  in  the  arthritic  diathesis  is  most 
favourable  (one  might  almost  say,  necessary)  for  the  infection 
to  produce  lithiasis. 

As  regards  treatment,  proper  hygienic  measures  together  with 
cholagogues  and  intestinal  disinfectants  or  antiseptics  form  the 
proper  means  to  modify  the  diathesis  and  its  consequences,  and 
the  author  draws  special  attention  to  the  use  of  mineral  waters. 
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SURGERY 

Loose  Bodies  in  the  Joints. — Konig  gave  a  description' 
of  70  cases  of  these  affections  which  he  has  himself  observed 
(Twenty-eighth  Congress  of  German  Surgeons,  Berlin^  April  1899). 
In  60  of  these  cases,  either  knee  or  elbow  was  the  seat  of  the  dis- 
ease ;  and  in  8  of  these  osteoarthritis  deformans  was  the  obvious 
cause,  and  traumatism  in  other  16  cases.  As  regards  the  other  36 
cases  no  pathological  process  could  be  assigned.  The  affection 
specially  affects  adolescents — 2 1  of  the  cases  occurred  in  persons 
below  the  twentieth  year  of  their  age.  There  is  also  a  marked 
preponderance  amongst  males. 

Usually  the  first  symptom  which  is  complained  of  is  rheu- 
matic pain  localised  not  only  in  the  joint,  which  is  itself  the  seat 
of  disease,  but  also  in  neighbouring  joints.  The  next  symptom 
is  the  cracking  in  the  joint  itself,  which  comes  on  even  before  the 
formation  of  the  loose  body.  There  is  also  limitation  in  certain 
of  the  movements.  In  none  of  these  36  cases  was  there  the  least 
indication  of  osteoarthritis.  On  the  contrary,  there  was  only 
a  very  limited  lesion  at  the  level  of  one  of  the  articular  surfaces^ 
and  this  had  no  connection  with  the  capsule  nor  with  its  inser- 
tion. In  these  36  cases,  55  loose  bodies  were  present ;  27  of  these 
were  completely  free, and  28  more  or  less  connected  to  the  articular 
surface.     These  last  are  merely  an  early  stage  of  the  former. 

The  process  begins  by  the  formation  in  the  superficial  layeref 
of  the  bone  of  centres  of  softening  enclosing  many  myeloplaxes. 
These  centres  enclose  an  osteocartilaginous  portion  of  the 
articular  surface  and  are  replaced  slowly  by  connective  tissue. 
The  osseous  tissue  which  forms  part  of  the  detached  body  soon 
shows  signs  of  necrosis,  etc.,  as  a  result  of  separation  from  the 
subjacent  connective  tissue.  The  cartilaginous  part  of  the  body 
exhibits  very  various  changes,  sometimes  showing  a  degeneration^ 
at  other  times  a  hypertrophy. 

Absorption  of  such  bodies  is  seldom  seen  and  can  only  result 
when  the  body  remains  in  part  attached  to  the  articular  surface. 
The  author  does  not  at  all  agree  with  the  opinion  that  these  are 
due  to  osteoarthritis  alone  or  to  traumatism  alone.  In  22  of 
his  cases  the  probable  causation  was  a  sudden  movement  or 
slight  traumatism  of  the  joint.  In  numerous  experiments  on 
the  dead  body  Konig  could  not  injure  a  joint  so  as  to  pro- 
duce a  body  free  from  the  capsule.  It  is  necessary  to  admit, 
he  says,  that  there  must  have  been  some  pathological  condition 
antecedent  to  the  injury,  which  only  caused  the  separation  of 
the  loose  body.  

Surgery  OF  the  Brain. — Seydel  gives  an  account  of  four- 
teen cases  where  he  has  trephined  the  skull  {Munch.  Med. 
Wochenschrifty  1899,  Nos.  9  and  10). 
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1.  Penetrating  wound  of  the  brain  caused  by  weapon, — The 
case  was  that  of  a  soldier  who  received  a  blow  from  a  knife  on 
the  middle  third  of  the  sagittal  suture.  The  bone  was  depressed 
at  this  point  and  there  was  paralysis  of  the  right  arm.  The 
trephine  showed  that  the  dura  mater  had  been  opened,  and  the 
haemorrhage,  which  was  severe,  was  stopped  by  plugging.  The 
paralysis  of  the  arm  gradually  increased  for  some  days,  and  as 
suppuration  was  feared  the  dura  mater  was  again  opened  but 
nothing  was  found  except  a  small  cavity  under  it.  The  wound 
suppurated  but  the  patient  made  an  excellent  recovery,  the 
paralysis  gradually  disappearing. 

2.  Penetrating  wound  of  the  brain  due  to  firearms. — This 
occurred  likewise  in  a  soldier  whose  left  eye  was  destroyed  by 
discharge  of  a  gun.  Cerebral  matter  was  discharged  from  the 
fistula  which  refused  to  heal.  An  abscess  was  found  by  the 
Rontgen  rays  to  be  present  in  the  frontal  lobe,  and  this  was 
drained.  About  three  months  later,  however,  his  condition 
became  much  worse  and  he  died.  Two  other  abscesses  were 
found  to  be  present  in  his  brain,  one  of  which  had  ruptured  into 
the  right  ventricle. 

3.  Complicated  fractures  of  the  skulL — Five  of  such  cases  were 
seen  but  these  had  no  particular  interest  In  four  cases  the  trephine 
was  used  and  the  wound  thoroughly  disinfected.  The  fifth  case 
was  not  operated  on  for  some  days  subsequent  to  the  injury. 

4.  Tumours  of  the  brain, — Two  cases.  The  first  occurred  in 
a  man  aged  47,  who  exhibited  slight  hemiparesis  on  the  right 
side,  exaggeration  of  reflexes,  vertigo,  nausea  and  constant 
headache.  The  skull  was  trephined  at  the  level  of  the  left  fissure 
of  Rolando.  A  fibroma  of  the  dura  mater  as  lai^e  as  a  cherry 
was  present,  the  brain  being  normal  below.  This  was  removed, 
and  the  headache,  paresis  and  vertigo  disappeared.  Nine  months 
later  the  headache  returned  at  the  seat  of  the  scar.  The  cicatrix 
was  opened  and  adhesions  of  the  dura  mater  were  broken  down, 
but  the  haemorrhage  was  so  severe  that  thermocautery  was  re- 
quired to  stop  it.  Right  hemiplegia  resulted  and  lasted  two 
years,  during  which  period  his  mental  faculties  gradually  de- 
clined and  the  headache  and  vertigo  returned.  He  died  two 
and  a  half  years  later.  Patient  had  received  a  blow  on  the 
head  when  he  was  aged  1 5. 

The  second  case  occurred  in  a  lad  aged  19.  Four  years 
previously  he  had  received  a  blow  at  the  inner  side  of  the  left 
orbit  Two  years  subsequent  to  this  a  thickening  appeared  on 
the  lachrymal  bone  the  size  of  a  pea,  and  had  gradually  increased. 
Exophthalmos,  headache  and  diplopia  were  present  The  supra- 
ciliary  ridge  and  the  roof  of  the  orbit  were  resected  together  with 
the  bony  tumour  which  proved  to  be  an  osteoma. 
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5.  Epilepsy, — A  girl  of  5  years  who  had  about  fifty  fits  per 
day.  Right  hemiparesis  was  present.  The  trephine  was  placed 
over  the  left  motor  area  but  nothing  was  found.  For  eight  days 
subsequently  no  fits  occurred,  but  later  they  became  as  numerous 
and  as  intense  as  formerly,  and  the  patient  died  ten  days  after 
operation. 

6.  Tuberculosis  of  the  skull, — ^A  young  man  of  20  had 
suilered  for  about  four  years  from  a  growth  the  size  of  an 
apple  over  the  right  temporal  r^ion.  The  cause  was  unknown 
and  no  other  symptoms  were  present.  The  tumour  grew  from 
the  dura  mater  and  had  penetrated  the  parietal  bone.  It  con- 
sisted of  granulations  and  was  removed  by  curetting  and  plug- 
ging.    The  patient  recovered  entirely  within  a  montib. 
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The  R6le  of  the  Cervix  Uteri  in  Parturition. — 

Madame  de  Khmelevsky,  M.D.,  contributes  to  the  July  number 
of  the  Revue  Midiccde  an  elaborate  criticism  on  the  opinions 
which  are  held  regarding  the  physiological  r61e  of  the  neck  of 
the  uterus  during  parturition.  We  can  find  space  only  to 
summarise  her  conclusions  : — 

1.  It  is  only  during  a  period  of  fifteen  to  twenty  days  before 
parturition  that  the  cervix  becomes  indistinguishable.  This  is 
the  period  of  preparation.  The  disappearance  begins  at  the 
upper  part  of  the  cervix  and  descends.  This  condition  is  seen 
in  primiparae  as  well  as  in  multiparae. 

2.  Up  to  this  period  the  internal  orifice  has  remained  closed. 

3.  The  cervix  elongates  and  reaches  from  4  to  6  cm.  during 
this  period  of  preparation. 

4.  The  inferior  segment  is  merely  that  part  of  the  uterus 
situated  below  the  brim  either  during  pregnancy  or  delivery. 
It  has  no  anatomical  limits. 

5.  The  contraction  ring  exists  only  during  labour.  This 
term  does  not  relate  to  any  definite  anatomical  part,  but  simply 
to  the  part  where  contraction  commences,  and  so  is  related  to 
the  OS  internum. 

6.  The  isthmus  is  only  the  upper  part  of  cervix  and  does  not 
correspond  to  any  anatomical  region.  The  authoress  does  not 
admit  of  its  existence  and  states  that  the  term  has  only  been 
invented  to  explain  the  softening  of  the  lower  segment  during 
the  last  month  of  pr^nancy  by  those  who  do  not  wish  to  admit 
that  this  lower  segment  can  be  merged  into  the  tissue  of  the 
cervix. 

7.  The  orifice  of  Muller  is  merely  the  internal  os  during  the 
whole  term  of  pregnancy.    When  this  orifice  dilates,  however, 
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then  the  onficB  of  Muller  is  only  the  superior  limit  of  that  part 
of  the  cervix  which  is  not  yet  open,  and  therefore  it  changes  its 
situation.  Its  position  moves  from  above  downwards  during  the 
disappearance  of  the  cervix,  and  it  is  terminated  by  its  fusion 
with  the  OS  externum.  

A  Case  of  Infection  of  the  Genital  Organs  with 

Vaccine, — Maillefert  {Munchener  Medicinische    Wochensckrift 
Nov.  18,  1899)  reports  the  following  case  of  this  unusual  condi- 
tion : — Patient  twenty-six,  pregnant  at  seventh  month,  sought 
advice  on  account  of  swelling  of  the  external  genital  oi^ans 
regarded  by  her  as  a  "  prolapse."    On  examination  both  labia? 
on  the  left  side  were  found  enormously  swollen  and  tender, 
with  vesicles  the  size  of  beans  on  their  inner  surface.    She 
suffered  from   profuse  leucorrhoeal  discharge  and  was  in  the 
habit  of  removing  this  from   time  to  time  with   linen  rags. 
Eleven  days  previous  to  coming  under  observation  her  child 
was  vaccinated,  with  the  result  that  the  arm   became  swollen 
and   tender.     With   the  object  of  relieving   this,  the  mother 
applied  rags  soaked  in  oil.    One  of  those,  after  being  super- 
ficially washed,  was  used  to  remove  the  leucorrhoeal  discharge. 
The  following  day  she  complained  of  pain,  and  three  days 
later  noticed  the  swelling  above  described.     M.  ascribes  the 
excessive  local  reaction  to  the  pregnant  condition,  with  erosion 
of  the  ceryix.    The  patient  had  been  vaccinated  fourteen  years 
previously. . 

Notes  on  Drugs 

Burroughs  Wellcome  &  Co.^s  Tabloids  and  Soloids. — We  have  received 
various  samples  from  Messrs  Burroughs  Wellcome  &  Co.  illustrating  their 
sustained-  enterprise  in  producing  useful  drugs  and  combinations  of  drugs  in 
a  concentrated  and  convenient  form.  The  samples  include  tabloids  of  the 
same  composition  as  the  official  pharmacopa;ia  pills,  and  these  will  be  wel- 
comed as  a  pleasant  alternative.  A  useful  tabloid  for  throat  conditions  con- 
sists of  Krameria  and  Cocaine.  They  have  also  produced  an  effervescent 
artificial  Vichy  Salt  and  Carlsbad  Salt,  which  is  sent  out  in  large  tabloids 
fitted  into  glass  tubes,  and  thus  in  a  fonn  convenient  for  carrying  about 
In  a  similar  form  effervescent  Citrate  of  Caffeine  and  effervescent  Sodium 
Sulphate  can  be  obtained  Under  the  name  of  Soloids  they  send  out  Lead 
Subacetate  and  Lead  and  Opium  Lotion,  with  directions  for  the  preparation 
of  the  proper  strength  of  solution  to  be  used.  We  referred  to  some  other 
Soloids  on  a  former  occasion.  These  will  all,  we  expect,  be  a  great  comfort 
to  the  practitioner.         
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HOLIDAYS 

The  holiday  season  has  come  to  an  end.     Professors,  teachers 
and  students  have  come  back  to  work,  a  new  session  has  begun, 
and  the  Law  Courts  are  again  opened.      It  may  not  be  an 
unsuitable  time  to  note  the  results  of  the  time  of  rest  and  to  try 
to  discover  in   ourselves  and   our  patients  what  gains    have 
accrued,  and  what  kind  of  holiday  has  done  most  good.     How 
long  should  a  holiday  be  ?      Should  it  be  taken  all  at  once  or 
in  detached  fragments  ?     Is  it  to  be  a  time  of  rest  and  repose, 
or  only  a  change  of  work  ?     The  subject  is  a  very  large  one 
and  opinions  on  it  are  most  varied — many  men,  many  minds. 
The  late  Sir  Henry  Holland  felt  himself  an  ill-used  man  unless 
he   got   three    months'    holiday  every   year.      Whenever   the 
London    season    was   over,   or   sooner   if  he   had    made   his 
modest   income   of  ;£^5ooo   a  year,  off  he  went  some  long 
journey  and  spent  three  or  four  months  in  travel,  and  used 
to  write  a  book,  or  find  a  subject  for  a  scientific  paper,  about 
his  wanderings.     He  enjoyed  excellent  health  and  died  at  86. 
Sir  Benjamin  Brodie  spent  eleven  years  in  hard  London  work 
before  he  ventured  to  take  a  holiday  at  all,  and  yet  he  lived  till 
nearly  80.    Another  fine  old  doctor,  who  worked  a  big  middle- 
class  practice  till  within  a  week  of  his  death  at  TT^  was  able  to 
say  that  he  had  not  slept  out  his  own  house  for  thirty  years 
except  once  when  he  tried  to  take  a  holiday  of  three  days  and 
wearied  of  it.     There  is  no  doubt,  however,  now  that   the 
tendency  is,  both  in  the  profession  and  out  of  it,  to  take  longer 
holidays  and  as  a  rule  to  go  farther  from  home.     The  rich  and 
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successful  consultant  and  teacher  can  leave  his  work  with  a 
light  heart,  and,  giving  the  younger  men  a  chance,  go  off  to  his 
grouse  moor  or  deer  forest  or  for  a  long  voyage.  By  choosing 
the  season  when  classes  are  over  and  the  wealthier  patients  are 
scattered  abroad,  he  does  not  lose  much  income.  The  fashion- 
able town  physician,  who  looks  after  families,  can  send  his  best 
patients  off  to  some  favourite  watering  place,  where  he  can 
follow  them,  but  this  makes  a  poor  holiday  for  both.  It  is  a 
much  more  serious  matter,  however,  for  a  struggling  young 
practitioner  to  arrange  for  his  holiday.  He  must  either  put  in 
a  locum  tenens  or  take  the  chance  of  his  patients  being  snapped 
up  by  some  equally  struggling  and  impecunious  brother.  If  he 
is  married  and  has  young  children,  the  family  will  be  all  the 
better  of  a  change  to  the  seaside ;  so  mother  and  children  are 
packed  off  to  some  small  lodging  and  he  will  have  to  work 
most  of  the  week  with  his  comforts  looked  after  by  one  servant 
or  a  charwoman,  and  will  try  to  spend  a  hurried  week-end  at 
the  seaside  which  he  has  neither  time  nor  strength  to  enjoy. 
Or  if  he  must  have  a  week  or  two  for  health's  sake,  his  wife  has 
then  too  often  to  stay  behind,  look  after  the  locum  tenens^  or  try 
to  keep  the  practice  together  by  getting  a  neighbour  practitioner 
to  help.  It  thus  often  happens  that  those  who  need  the  holiday 
most  have  the  least  chance  of  getting  one. 

But  we  now  ask,  is  it  absolutely  necessary  that  a  holiday 
should  be  taken  all  at  once,  that  eleven  months  of  unbroken 
drudgery  should  alternate  with  a  whole  month  of  absolute 
idleness?  Now  that  golf  links  are  within  reach  of  most 
places,  now  when  every  doctor  under  sixty  has  his  bicycle 
and  many  have  their  motor  cars,  cannot  a  holiday  or  a  half- 
holiday  be  taken  when  work  is  slack  or  the  weather  is  good, 
and  no  one  need  be  a  bit  the  wiser  except  the  happy  doctor, 
who  is  happier  and  stronger  for  the  little  outing.  Is  not 
the  country  surgeon  a  wiser  man  who  takes  a  bit  of  holiday 
whenever  he  can  get  it,  tries  for  a  day  with  the  hounds  or  a 
half-day  by  the  trout  stream  or  a  forenoon  at  golf?  He 
keeps  himself  in  fair  training,  and  with  something  to  look 
forward  to  all  the  year  round.  For  the  sad  thing  is  that 
a  man  who  has  been  for  eleven  months  hard  at  work  in 
stuffy  bedrooms  or  in  hospital  wards,  especially  if  he  has 
got  on  so  far  as  to  have  a  brougham,  is  apt  to  find  himself 
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very  unfit  to  enjoy  the  first  week  at  least  of  his  holiday.  If 
he  is  foolish  enough  to  go  in  for  long  walks  or  mountain- 
climbing  at  once,  he  will  not  only  weary  himself,  but  will  be 
apt  to  become  feverish  from  unwonted  tissue  metabolism,  go 
off  his  sleep  and  lose  his  appetite  ;  he  will  be  lucky  if  he 
escapes  heart-strain.  When  he  has  got  fairly  into  training 
and  able  to  enjoy  his  shooting  or  his  climbing,  it  may  be 
half  his  holiday  is  over ;  but  the  latter  half  will  probably  be 
a  great  success,  and  he  will  feel  as  if  ten  years  younger.  A 
splendid  appetite  and  good  digestion  will  tempt  him  to  eat 
more  than  he  has  done  for  months,  and  he  comes  home  feeling 
that  he  will  never  know  what  a  stomach  is  again.  Alas !  he 
will  need  to  be  careful  when  he  has  his  arrears  of  letters  to 
answer  and  his  lectures  to  prepare ;  he  will  need  the  brougham 
to  help  him  to  see  his  patients ;  he  has  no  time  to  walk  his 
five  or  six  miles  that  he  had  promised  himself  he  would  always 
do  in  the  afternoons.  He  must  look  in  at  the  club,  and  before 
a  week  is  over  he  has  lost  half  the  good  of  his  holiday.  He 
forgot  that  his  healthy  appetite  was  warranted  and  condoned 
by  the  fresh  air  and  the  exercise  of  the  holiday.  The  appetite 
remains,  but  the  digestion  is  overloaded,  and  he  is  lucky  if  he 
escapes  eczema  or  a  chill,  or  some  other  evidence  of  an  over- 
loaded portal  system.  Many  a  doctor  has  noticed  how  often 
the  patients  whose  usual  lives  are  sedentary  and  self-indulgent 
have  some  smart  illness  in  October  or  November.  The  change 
to  town-life  from  a  holiday  ought  to  be  managed  as  gradually 
as  the  one  from  a  life  of  sedentary  employment  to  the  active 
existence  of  the  moor  or  the  Alps.  Indeed,  for  a  doctor  who  is 
approaching  the  sixties,  his  holiday  and  working  times  should 
be  managed  without  sudden  changes.  Let  him  get  a  small 
house  in  the  country,  not  too  far  from  town,  with  a  garden, 
and  snatch  an  afternoon  at  it  when  he  can,  near  a  golf-course 
or  a  trouting  stream  if  possible,  and  thus  let  him  spread  his 
holiday  over  a  longer  period.  This  need  not  prevent  him 
having  a  complete  fortnight  of  absolute  rest  now  and  again  ; 
but  this  fortnight  should  be  rest,  not  racing  over  the  world. 

J.  B. 
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INTRODUCTORY  ADDRESS  GIVEN  AT  SURGEONS 
HALL  CLASS  OF  MIDWIFERY,  October  17,  1899 

By  D.  BERRY  HART,  M.D.,  F.R.CP.E.,  F.R.S.E., 

Lecturer  on  Midwifery  and  Diseases  of  Women,  School  of  the  Royal  Colleges; 

Hon.  Fellow  American  Gynaecological  Society ; 

Physician  Royal  Maternity  and  Simpson  Memorial  Hospital ; 

Consulting  Gynaecologist,  Leith  Hospital ;  &c 

Gentlemen, — One  of  the  subjects  of  the  greatest  interest  to 
the  investigator,  teacher  and  student  of  Medicine  is  a  knowledge 
of  how  to  think  accurately  so  as  to  have  clear  ideas  as  to  what 
constitutes  evidence.  The  medical  man  is  really  a  naturalist  or 
observer,  and  it  is  of  the  greatest  importance  for  him  to  apply 
the  laws  of  thought  accurately  and  instinctively.  The  investi- 
gator must  know  what  constitutes  evidence  as  much  as  the 
lawyer  does.  It  is  indispensable  to  the  teacher  who  has  to  sift 
the  various  facts  and  explanations  and  thus  give  his  students  a 
basis  for  their  work.  And  although  not  generally  acted  on, 
accurate  thinking  and  sifting  are  of  the  greatest  value  to  the 
student,  who  by  their  use  saves  himself  from  "cram"  and 
lightens  his  work  to  an  amount  comfortably  retained.  His 
knowledge  will  then  be  cerebrally  incorporated  and  not  merely 
an  inconvenient  foreign  body  to  be  extruded  as  soon  as  the 
examiner  has  been  satisfied  as  to  its  actual  existence.  So  far 
as  my  knowledge  goes,  much  less  attention  is  at  present  paid 
to  the  laws  of  thought  in  relation  to  Medicine  than  formerly. 
It  would  certainly  be  of  greater  advantage  to  us  to  have  papers 
and  addresses  like  those  of  John  Brown  and  Gairdner  rather 
than  the  routine  historical  progress  outlines  we  are  so  often 
treated  to.  Apart  from  the  absolute  necessity  of  such  attention, 
medical  men  must  not  forget  that  a  most  famous  thinker, 
Locke,  was  a  medical  man,  and  that  had  due  study  been  given 
to  his  well-known  essays  we  would  have  been  spared  much 
crudity  and  a  great  deal  of  so-called  knowledge  that  is  anything 
but  creditable  to  the  great  science  and  art  of  Medicine. 

It  occurred  to  me  that  this  question  of  accurate  thinking 
would  be  a  good  subject  to  consider  at  the  opening  of  our 
winter  session.  It  might  enable  us  all  to  beg^n  our  work  with 
good  intentions,  and  at  anyrate  direct  attention  to  a  much 
neglected  subject  In  bringing  it  under  your  consideration, 
however,  I  must  do  so  from  the  special  standpoint,  so  far  as 
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illustrations  go,  of  Obstetrics  and  Gynaecology.  As  I  have 
already  said,  medical  men  are,  as  Gairdner  has  pointed  out, 
naturalists  or  physicists ;  practically  are  observers  of  certain 
phases  of  life  and  disease,  with  special  reference  to  the  etiology, 
prevention,  and  cure  of  the  latter.  The  subjects  of  Midwifery 
and  Gynaecology  have  therefore  been  built  up,  and  are  being 
built  up,  by  observation,  and  this  brings  me  directly  to  the 
point  of  to-day's  work.  Can  we  say  that  in  these  subjects 
the  methods  of  the  scientific  naturalist  have  been  faithfully 
carried  out  ?  Are  our  facts  sufficiently  collected,  our  inductions 
perfectly  just?  Have  interpretations  and  theory  never  out- 
stepped their  proper  bounds  and  given  us  conclusions  which 
Delected  facts  could  easily  have  overthrown?  Can  your 
teacher  recommend  implicitly  for  your  belief  our  standard 
opinions  on  the  subjects  taught  in  this  class-room,  or  must  he 
not  subject  much  of  it  to  criticism  of  a  most  destructive  nature,  or 
at  least  point  out  that  many  of  its  conclusions  are  to  be  received 
with  caution  ?  I  hope  presently  to  bring  before  you  some  con- 
siderations that  will  enable  you  to  form  conclusions  of  your 
own  on  these  queries,  and  aid  you  in  your  further  studies. 

Our  present  knowledge  of  midwifery  and  gynaecology  has 
been  acquired  mainly  in  two  ways  : — 

I.  By  the  collection  of  facts  and  the  necessary  inductions 
front  these y  the  facts  being  collected  apart  from  bias  or  theory  ; 
or  by  the  selection  and  accumulation  of  facts  suggested  by  a  work- 
ing theory, 

II.  By  theory  or  imagination  in  which  facts  are  really  second- 
ary and  often  ignored — an  abuse  of  the  deductive  method. 

In  the  first  or  inductive  method,  fact  is  the  guide ;  in  the 
second  or  deductive,  theory  takes  the  lead.  Another  way  to  put 
it  is  that  in  the  inductive  method  the  law  follows  the  facts ;  in 
the  deductive  we  attempt  to  develop  the  consequences  of  a 
theory  or  supposed  law. 

I.  By  the  collection  of  facts  and  the  necessary  inductions  from 
these y  the  f cuts  being  collected  apart  from  bias  or  theory ^  or  fy  the 
selection  of  facts  suggested  by  a  working  theory. 

This  method,  practically  the  Baconian  one,  requires  our 
careful  consideration.  It  gives  us  our  soundest  results,  and 
is  the  one  we  must  rely  on  if  we  wish  to  progress.  We 
must  remember,  however,  its  difficulty. 
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The  collecting  of  facts  without  the  guiding  light  of  some 
working  theory,  or  of  some  of  the  intuition  of  great  ability  or 
of  genius,  is  a  very  difficult  task.  It  is  so  easy  to  collect  the 
wrong  facts,  so  easy  to  misunderstand  even  the  right  ones 
when  garnered,  that  few  have  the  ability  and  industry  to 
adhere  to  it  Yet  it  often  brings  its  reward  sooner  than  the 
observer  imagines.  In  the  course  of  his  honest  investigations, 
when  matters  may  appear  hopeless,  some  fact,  insignificant  it 
may  seem,  stimulates  his  scientific  imaginations,  and  forthwith 
we  have  the  Eureka  of  the  scientist ;  the  stubborn  and  seem- 
ingly irreconcilable  facts  glide  into  their  places  and  compactly 
support  an  inevitable  conclusion. 

Sometimes,  however,  the  investigator  is  less  fortunate,  and 
his  gathered  facts  seem  dead.  Another  observer,  however, 
aided  by  some  discovery  unknown  to  the  original  seeker,  vivifies 
what  looked  like  a  dead  series;  and  forthwith  we  have  a  lesson 
as  to  the  great  value  of  accurately  recorded,  if  for  some  time 
unappreciated,  phenomena. 

Of  all  this  there  are  many  illustrations  in  our  own  subjects. 
Some  of  the  clearest,  however,  are  found  in  biolc^y,  and 
I  need  make  no  apology  for  using  them.  Darwin,  one  of 
the  greatest  and  best  of  our  observers,  whose  published 
life  is  full  of  interest  to  all,  tells  us  (vol.  i.,  p.  83)  how 
he  b^an  "collecting  all  facts  which  bore  in  any  way  on 
the  variation  of  animals  and  plants  under  domestication  and 
nature  in  the  hope  that  some  light  might  perhaps  be  thrown 
on  the  whole  subject  ...  I  worked  on  true  Baconian  prin- 
ciples, and  without  any  theory  collected  facts  on  a  wholesale 
scale.  I  soon  perceived  that  selection  was  the  keystone  of 
man's  success  in  making  useful  races  of  animals  and  plants. 
But  how  selection  could  be  applied  to  organisms  living  in  a 
state  of  nature  remained  for  some  time  a  mystery  to  me." 

Darwin  then  goes  on  to  explain  that  happening  to  read 
Malthus'  Essay  on  population,  he  saw  that  in  the  struggle 
for  existence,  "  favourable  variations  would  tend  to  be  pre- 
served, and  unfavourable  ones  to  be  destroyed."  This  idea 
threw  fresh  light  on  the  subject  and  enabled  him  to  formulate 
his  Theory. 

One  may  not  find  assent  to  Darwin's  theory  on  this  point, 
but    it  illustrates   well   what  I    have   already   mentioned,  the 
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difficulty  of  collecting  facts  and  the  greater  ease  with  which 
they  can  be  selected  and  understood  by  the  aid  of  judicious 
theory. 

One  additional  illustration  from  Darwin:  In  1839  Darwin 
was  interested  in  the  solution  of  the  parallel  roads  of  Glen 
Roy.  He  worked  at  the  question  with  his  usual  care,  visited 
the  spot  and  published  a  very  careful  memoir.  Yet  his  con- 
clusions were  wrong,  and  of  it  he  says  (vol.  i.,  pp.  68,  290), 
*'  this  paper  was  a  great  failure  and  I  am  ashamed  of  it"  His 
mistake  was  reasoning  by  exclusion,  and,  of  course,  the  idea  of 
transient  barriers  of  glacier  ice  was  not  known  then. 

Investigation  carried  on  under  a  working  theory  gives,  in 
the  hands  of  special  observers,  most  brilliant  results,  and  some 
of  the  best  examples  are  found  in  Pasteur's  discoveries.  After 
Pasteur  had  shown  the  real  nature  of  fermentation  he  applied 
it  to  many  other  obscure  conditions,  with  what  result  all  the 
world  knows.  It  is  almost  superfluous  to  mention  here  the 
most  brilliant  achievement  of  the  century,  the  working  out 
of  Listerism  on  the  germ  theory.  The  study  of  the  work  of 
these  great  investigators  is  of  deep  interest,  and  is  really  to 
be  compared  to  that  of  a  great  artist. 

Those  given  from  Darwin's  work  are  of  special  value  owing 
to  the  honesty  and  accuracy  of  the  record,  and  convey  their 
lesson  to  all. 

One  of  the  best  illustrations  of  an  investigation  carried  on 
at  first  without  any  theory  is  that  found  in  the  career  of 
Semmelweiss.  This  illustrious  man  was  the  first  who  solved 
the  great  factor  in  the  causation  of  puerperal-fever.  It  was 
his  great  life-work,  and  he  had  the  fate  that  has  often  befallen 
the  investigator,  of  living  a  life  of  strife  and  toil,  only  to  die 
in  temporary  discredit  and  gloom.  Semmelweiss  was  evidently 
a  man  of  strong  emotional  tendency,  enthusiastic  to  a  d^ree, 
and  yet  apt  to  lose  this  enthusiasm  and  relapse  into  discourage- 
ment and  even  apathy.  What  can  we  learn  from  his  life-work? 
When  Semmelweiss  was  Klein's  assistant  in  the  lying-in  depart- 
ment of  the  great  Vienna  Hospital,  the  mortality  among  lying- 
in  women  was  1 5  per  cent.  In  some  other  hospitals  it  reached 
even  26  per  cent.  This  mortality  appalled  him  and  he  eagerly 
sought  for  its  cause.  He  soon  noticed  that  it  was  in  the  cases 
examined  by  the  students  who  came  directly  from  handling  the 
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post-mortem  specimens  to  the  bedside  of  the  parturient  woman, 
that  the  mortality  was  so  high ;  while  in  those  attended  by 
midwives,  the  death-rate  was  low.  The  current  theory  of  this 
dreadful  mortality  was  that  there  was  an  epidemic  influence, 
and  that  the  watery  blood  of  the  puerperal  woman  rendered 
her  prone  to  such  a  disease.  But  Semmelweiss  soon  saw  that 
no  epidemic  influence  could  affect  Klein's  wards  only,  and 
leave  the  city  and  midwives'  cases  untouched.  What  was  the 
explanation  of  all  this  ?  Semmelweiss  observed  all  the  facts  he 
could,  even  such  trivialities  as  the  posture  of  the  woman  and 
its  influence  on  the  result  of  the  case —  but  all  was  as  yet  dark. 
Soon  the  light  came  unexpectedly.  Kolletscha,  one  of  his 
colleagues,  died  from  a  cadaver  wound  of  the  hand.  On  sectio 
were  noticed  the  same  changes  as  in  the  fatal  puerperal  cases — 
pleurisy,  pericarditis,  meningitis,  metastases  in  the  eyes.  A 
colder  intellect,  a  more  slu^sh  one,  would  not  have  been  fired 
by  this  sight,  but  to  the  eager  mind  of  Semmelweiss  these  con- 
ditions gave  inspiration.  All  was  clear  to  him  now.  Puerperal 
fever  was  a  contagion  carried  by  the  finger  of  the  student — 
the  poison  on  the  pathologist's  knife  was  the  same.  Semmel- 
weiss issued  his  famous  order  as  to  hand-disinfection,  and  the 
mortality  fell  at  once.  It  is  not  my  intention  to  enlarge  on 
this  discovery  which  time  has  amply  justified.  There  is,  how- 
ever, a  human  interest  in  Semmelweiss'  story.  Though  sup- 
ported by  the  best  men  of  his  time,  Skoda,  Rokitansky,  Hebra, 
there  was  bitter  opposition  to  him  from  those  who  should  have 
known  better.  The  enthusiasm  which  impelled  Semmelweiss 
to  his  great  discovery  was  insufficient  to  sustain  him  in  the 
comparative  n^lect  and  obloquy  of  the  stupid  oflficial  intellect, 
and  his  last  days  ended  in  gloom  and  misery — the  more 
immediate  cause  of  his  death  being  an  infective  septic  attack. 
In  Semmelweiss'  great  discovery  we  see  illustrated  the  reward  of 
strenuous  observation.  The  indirect  illumination  of  his  facts 
came,  however,  from  Kolletscha's  death.  Semmelweiss  also 
used  skilfully  the  method  of  exclusion,  and  altogether  his 
method  of  work  is  simple,  inspiring,  and  full  of  interest  His 
emotional  tendencies  drove  him  to  his  research  and  gave  him 
the  necessary  "  imagination,"  without  which  the  facts  cannot  be 
illuminated,  but  revenged  themselves  when  n^lect  and  mis- 
representation came. 
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Semmelweiss  taught  the  doctrine  of  the  "unclean  touch," 
but  the  full  result  of  his  work  was  not  achieved  until  Lister's 
time  and  after,  when  the  value  of  antiseptics  and  the  rdle  of 
niicro-oi^anisms  in  infection  became  demonstrated. 

11.  By  theory  or  imagination  in  which  facts  are  really 
secondary  and  often  ignored. 

This  method  is  the  pernicious  one  in  research.  There 
has  been  undoubtedly  happy  guessing  in  some  instances, 
but  the  great  majority  of  theories  has  been  hurtful.  The 
epidemic  theory  of  puerperal  fever  did  incalculable  harm 
for  many  years,  and  so  long  as  it  survived  the  patients 
died.  The  only  thing  to  kill  a  theory  is  fact  and  observa- 
tion. Theory  is  often  speciously  mixed  up  with  facts, 
and  then  does  even  more  harm,  as  it  deceives  instead  of  re- 
pelling. Let  me  give  some  instances  of  this.  One  question 
to  be  considered  in  our  course  is  how  the  foetus  is  expelled 
from  the  uterus.  The  current  view  was  arrived  at  in  some 
such  fashion  as  this.  At  the  beginning  of  labour  the  head  is 
at,  or  partly  through  the  brim  of  the  pelvis.  As  the  labour 
progresses  one  can  feel  the  head  lower  and  lower  in  the  pelvis 
until  it  becomes  bom  and  external.  It  was  taught  that  the 
uterus  compacted  the  foetus,  drove  it  down,  and  while  this  was 
happening  the  fundus  was  believed  to  sink.  This  seemed  quite 
a  natural  explanation,  9xid  held  its  ground  until  it  was  demon- 
strated by'  actual  measurement  that  the  foetus  was  not  com- 
pacted during  labour  but  elongated,  and  that  the  fundus  uteri 
did  not  sink  during  labour,  but  remained  at  a  constant  level 
above  the  pubes  until  the  head  became  born,  when  certain 
changes  took  place  which  I  need  not  mention  here.  The 
current  explanation  is  thus  absolutely  wrong,  and  was  over- 
turned by  the  simple  observations  of  Schroeder  and  others  I 
have  alluded  to. 

Another  analogous  illustration  is  to  the  point.  The 
results  of  frozen  sectional  anatomy  have  interfered  rudely 
with  the  mechanism  taught  by  Na^ele.  Of  the  move- 
ments already  described  and  so  long  firmly  held,  only 
internal  rotatidn  survives.  The  movement  of  flexion  does 
not  occur,  and  the  many  ingenious  explanations  of  its  causa- 
tion go  with  it,  to  the  relief  both  of  student  and  teacher.  The 
mistake  was  the  attaching  of  too  much  importance  to   mere 
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pelvic  examination,  and  the  n^lect  of  measurements  of  utenis 
and  foetus.  There  was  too  much  deduction  from  too  little 
observation.  Both  these  instances  illustrate  insufficient  ob- 
servation of  facts,  and  therefore  erroneous  results.  You  will 
note  here  the  importance  of  collecting  facts.  Any  acknow- 
ledged fact  which  militates  against  an  explanation  should 
never  be  pooh-poohed.  It  is  far  safer  to  reject  the  ex- 
planation, or  at  any  rate  to  accept  it  with  reservation. 
Sometimes  one  meets  with  cases  where  facts  go  a  long  way 
to  explain  the  disputed  condition,  but  do  not  fully  clear  up 
matters.  A  good  instance  of  this  is  in  the  uraemic  theory 
of  Eclampsia.  This  explains  a  good  deal,  but  not  enough. 
Eclampsia  is  not  merely  uraemic  convulsions.  If  a  pr^- 
nant  woman  has  a  nephritis,  why  should  she  take  convulsions 
so  readily.  A  man  with  nephritis  does  not  go  into  convul- 
sions with  his  first  attack.  Indeed,  as  we  shall  see  afterwards, 
the  nephritis  of  pregnancy  is  a  result,  not  a  cause,  of  the  con- 
dition of  which  Eclampsia  is  such  a  startling  manifestation.  A 
condition  like  Eclampsia  lends  itself  indeed  exceedingly  well  to 
side-considerations  on  evidence.  A  wise  teacher  will  test  all 
the  various  explanations  given — the  pressure  theory,  Hal- 
bertsma's  theory,  the  Traube-Rosenstein  theory,  the  uraemic 
theory,  not  only  from  an  obstetric  point  of  view,  but  also 
from  that  of  the  elementary  laws  of  thought 

If  now  we  take  a  rapid  survey,  in  the  spirit  of  our  present 
remarks,  of  the  facts  and  inductions  of  Midwifery,  we  find 
much  that  is  instructive  and  of  interest,  and  not  a  little  that 
gives  us  more  than  gentle  warning  of  shortcomings.  In  Ana- 
tomy there  is  no  doubt  our  knowledge  is  excellent,  although, 
on  many  points,  this  is  defective.  To  William  Hunter  we  owe 
a  contribution  to  the  anatomy  of  the  pr^nant  uterus  greater 
than  that  of  any  other  observer.  Since  Braune,  of  Leipzig,  in 
1870,  published  his  famous  atlases  of  frozen  sections,  we  have 
had  most  valuable  additions  to  our  knowledge  from  many 
others — Chiara,  Waldeyer,  Zweifel,  Pinard,  and  Vamier,  as 
well  as  from  the  work  of  several  of  the  Edinburgh  School. 
The  frozen  sections,  dissections  and  casts  of  normal  and  ab- 
normal conditions  give  us  a  knowledge  of  their  various  phases 
that  ha3  surpassed  our  most  sanguine  anticipations.  Not  only 
do  we  possess  accurate  knowledge  of  many  of  the  phases  of 
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normal  labour ;  but  of  abnormal  conditions  such  as  placenta 
prxvia,  accidental  haemorrhage,  rupture  of  the  uterus,  we  have 
accurate  sections  which  aid  immensely  in  the  prophylaxis  and 
treatment  of  such  serious  complications. 

Of  the  Physiology  of  pr^nancy  our  knowledge  is  much 
less  satisfactory — a  circumstance  due,  in  great  part,  to  the 
fact  that  research  here  is  very  difficult,  and  as  yet  full  ad- 
vantage has  not  been  taken  of  physiological  methods,  especially 
those  of  chemistry.  We  are,  however,  getting  a  more  intimate 
knowledge,  actual  and  comparative,  of  the  great  function  of 
menstruation,  and  in  comparative  and  human  embryology, 
thanks  to  the  work  of  men  like  Turner,  Waldeyer,  Hubrecht, 
Duval,  and,  above  all,  to  His  of  Leipzig,  we  are  gathering  up 
facts  of  the  greatest  value,  bearing  directly  and  indirectly  on 
the  very  earliest  stages  of  human  conception  and  development 
Much  of  our  current  teaching  on  these  subjects  is  conspicuous 
only  by  its  inaccuracy.  His  has  more  especially  worked  at 
early  human  development,  and  his  facts  and  speculations  are 
proving  of  great  interest.  Let  me  give  you  one  simple  example. 
The  umbilical  cord  is  almost  universally  described  as  covered 
with  amnion.  An  examination  into  this,  however,  suggested  by 
His'  hypothesis  that  the  posterior  end  of  the  very  early  embryo 
(the  Bauchstiel)  is  the  fundament  or  Anlage  of  the  umbilical 
cord,  has  revealed  the  curious  fact  that  the  cord  is  really 
covered,  not  by  amnion,  but  by  skin  of  an  embryonic  type. 
The  obstetrician  should  have  noted  that  the  amnion  strips  freely 
from  the  foetal  surface  of  the  placenta,  while  the  covering  of  the 
cord  is  closely  incorporated  with  its  own  substance.  Micro- 
scopically, too,  the  covering  of  the  cord  differs  from  that  of  the 
amnion.  The  obstetrician  must  therefore  plead  guilty,  not 
only  to  an  error,  but  to  an  inexcusable  one. 

There  are  many  gaps  in  our  knowledge  of  the  Pathology  of 
pregnancy.  In  Extra-uterine  gestation,  as  the  result  of  the  work 
of  several  observers  at  home  and  abroad,  we  are  in  a  satisfactory 
position  as  regards  many  features  of  this  remarkable  condition, 
and  the  treatment  is  now  conducted  on  bold  and  simple  lines.  , 

There  are,  however,  several  disorders  where  our  knowledge 
is  incomplete,  one  of  the  most  serious  being  that  of  Eclampsia 
already  alluded  to.  In  this  complication  we  have  doubtless, 
been  able  to  establish  the  great  importance  of  the  renal  com- 
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plications.  There  is  little  doubt  in  my  mind  that  this  condi- 
tion, highly  important  as  it  is,  is  not  the  cause  of  the  Eclampsia, 
but  really  a  most  important  result  of  some  other  diseased  state. 
What  that  is  we  cannot  say.  Bacteriology,  the  usual  court  of 
appeal  in  such  difficulties,  has  given  us  no  help,  and  we  are 
driven  to  the  conclusion  that  there  is  possibly  some  chemical 
blood  condition  whose  recognition  and  investigation  is  as  yet 
beyond  our  powers. 

There  are  many  other  conditions  on  which  we  can  only 
confess  our  ignorance.  We  should  do  more,  however.  Those 
who  have  the  position  of  teachers,  or  who  hold  hospital 
appointments,  should  direct  the  attention  of  their  pupils  to  such 
questions.  In  such  chemical  questions,  however,  the  oppor- 
tunities of  acquiring  instruction  in  this  country  are  voy 
defective,  a  fact  which  is  not  at  all  creditable  to  our  medical 
schools. 

The  position  of  Obstetrics,  even  after  full  allowance  for 
defects,  is  a  noble  one.  The  lines  of  research  have  been  well 
mapped  out  and  in  the  main  correctly.  We  inherit  a  noble 
estate,  encumbered  and  undeveloped  no  doubt,  but  yet  one  that 
with  diligent  work  on  the  part  of  the  heirs  will  ultimately  take 
a  place  surpassing  the  highest  expectations  of  its  votaries. 

Gynaecology  is  closely  related  to  Obstetrics,  and  demands 
for  its  full  understanding  a  thorough  practical  knowledge  of 
the  latter.  Gynaecology  is  usually  considered  the  more  brilliant 
sister,  but  it  is  in  my  opinion  a  less  solid  science  than  Obstetrics. 
This  is  not  to  the  special  discredit  of  Gynaecology,  as  scientific 
Obstetrics  had  a  long  start.  Gynaecology  as  a  science  being 
barely  sixty  years  old. 

The  triumphs  of  Abdominal  section  form  the  great  glory  of 
Gynaecology,  and  undoubtedly  this  is  deserved.  The  amount 
of  human  life  saved  by  its  judicious  performance,  to  say  nothing 
of  the  alleviation  of  human  suffering,  is  incalculable,  and  gfives 
to  the  names  of  Keith,  McDowell,  Atlee,  Wells,  an  undying 
fame.  The  more  recent  extensions  of  abdominal  section  to  the 
treatment  of  tubal  disease,  due  mainly  to  Battey  and  Tait,  are 
of  great  interest  and  value,  but  the  ultimate  results  have  not 
yet  been  fully  ascertained.  While  a  low  mortality  is  a  sine  qui 
non  in  such,  we  must  not  forget  that  an  important  point  is  to 
find  out  whether,  in  the  long  run,  the  ultimate  result  has,  in 
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non-suppurative  cases,  justified  the  mutilation.  This  holds 
specially  true  for  neurotic  cases. 

The  operative  treatment  of  uterine  cancer,  the  more  thorough 
treatment  of  intra-uterine  disease,  plastic  operations,  both  cervical 
and  perineal,  have  all  attained  a  high  level  of  excellence.  Many 
workers  abroad  have  helped  in  this,  and  above  all  thorough 
antisepsis  has  been  the  greatest  factor. 

Gynaecology  has,  however,  suffered  tremendously  from  rash 
theory  and  hasty  generalisation.  More  than  any  other  branch 
it  has  been  hampered  by  crude  pathology  and  ridiculous  systems 
of  treatment.  Systems  of  mechanical  pathology  based  on  en- 
tirely erroneous  opinions,  with  their  so-called  uterine  displace- 
ments, their  imaginary  flexions,  all  so  glibly  described,  but 
really  non-existent ;  to  say  nothing  of  the  dreadful  era  of 
cervical  ulceration,  have  kept  Gynaecology  in  a  state  more 
worthy  of  the  dark  ages  than  of  modem  times.  Diseases 
of  the  uterus  were  considered  and  treated  long  before  the 
normal  topography  of  the  organs  was  known.  We  greatly  need 
in  gynaecology  criteria  for  disease.  If  such  were  established, 
not  a  few  diseases  would  cease  to  exist,  to  the  advantage  of 
doctors  and  patients.  The  criteria  for  settling  that  a  certain 
condition  is  a  disease  should  be  somewhat  like  this  : — 

1.  We  should  know  the  anatomy  and  physiology  of  the 
organ  concerned. 

2.  We  must  determine  if  the. symptoms  are  really  due  to 
the  supposed  abnormal  condition. 

3.  One  must  settle  whether  this  condition  may  not  exist 
without  symptoms,  and  may  not  be  compatible  with  health. 

There  is  no  doubt  that  many  so-called  diseases  were 
described  before  the  days  of  exact  examination,  and  must 
soon  be  ejected   from   Gynaecology. 

It  is  certain  that  more  rigid  clinical  work,  a  more  general 
estimate  of  the  patients*  systems,  and  more  thorough  patho- 
Ic^cal  investigation  will  be  greatly  to  the  advantage  of 
gynaecological  science.  No  branch  of  medicine  has  a  greater 
future  or  greater  possibilities  before  it 

I  hope  I  have  shown  you  that  we  should  take  up  the  study 
of  our  subjects  in  a  critical  but  not  a  captious  spirit  We 
must  carefully  scrutinise  our  standpoint,  our  methods,  and 
endeavour  to  apply  the  laws  of  thought  as  rigidly  as  possible. 
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The  spirit,  therefore,  in  which  the  student  should  approach 
his  work  is  of  the  greatest  importance.  It  is  a  most  serious 
fact  in  medicine  that  our  ignorance  may  mean  disaster  to 
patients.  We  should  accordingly  eagerly  endeavour  to  make 
our  knowledge  not  a  mere  verbal  or  diag^mmatic  acquisition, 
but  actual  and  practical.  We  should  study  on  actual  specimens, 
on  actual  cases,  the  facts  of  our  profession.  How  often  can  a 
student  carefully  describe  or  diagrammatically  represent  some 
condition  or  state  and  yet  be  hopelessly  at  sea  when  the  actual 
specimen  or  disease  is  shown  him  —  a  most  embarrassing 
circumstance  in  a  professional  oral,  but  a  possible  disaster 
in  practice.  The  student  must  think  over  his  work  and  sift 
it  till  he  has  mastered  its  significance  and  got  in  his  mind's 
eye  a  consistent  picture  of  the  matter  or  at  any  rate  an  idea  of 
what  is  defective  either  in  the  subject  or  his  comprehension  of 
it.  The  student  is  a  good  critic,  and  I  have  always  derived 
great  benefit  from  discussion  with  him.  Discussion  of  difficulties 
between  teacher  and  student  is  highly  important  The  student 
is,  as  a  rule,  not  too  eager  for  this  work,  as  he  feels  he  may  be 
considered  as  either  airing  his  knowledge  or  exposing  his 
ignorance.  I  can  promise  you  that  neither  of  these  possi- 
bilities will  enter  into  my  mind  and  that  if  you  go  beyond 
my  depth  I  will  consider  it  a  favour  and  a  stimulus  to  work. 

Another  valuable  result  of  practical  work  is  that  the  student 
acquires  the  habit  of  noticing.  This  cultivation  of  the  eye  is  the 
most  valuable  part  of  a  medical  education  ;  without  it  no  man 
can  be  a  doctor,  however  great  his  theoretical  knowledge  may  be. 

The  teacher  must  give  a  fair  account  of  the  subject  he 
teaches  as  it  is  held.  He  must  do  more,  however,  and,  side  \pj 
side,  demonstrate  where  certain  views  violate  accurate  observa- 
tion and  thought :  he  must  note  the  fallacies  often  involved  in 
explanations,  and  in  this  way,  directly  and  indirectly,  cultivate 
in  his  pupils  the  habit  of  accurate  investigation. 

This  habit,  once  established,  will  tell  whatever  the  student 
ultimately  becomes.  A  knowledge  of  what  constitutes  exact 
evidence  is  as  necessary  in  general  medical  practice  as  in 
scientific  investigation.  The  best  physician  will  be  the  man 
who  knows  best  not  only  how  to  ascertain  clinical  facts,  but 
also  how  to  weigh  their  significance. 

If  teacher  and  student  then  make  up  their  minds  that  this 
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shall  be  their  aim — to  discard  the  inaccurate  and  the  shoddy, 
to  accept  absolutely  only  what  is  proved,  and  to  suspend  their 
judgment  in  doubtful  cases,  they  will  find  a  great  reward  in 
the  clearer  perception  of  their  work,  a  greater  insight  into  it, 
and  greatly  increased  power  in  grasping  and  solving  the  many 
difficult  problems  which  come  before  the  medical  man. 


INDENTATION  OF  THE  FOETAL  HEAD  PRODUCED 
BY  THE  PROMONTORY  OF  THE  SACRUM 

By  A.  H.  FREELAND  BARBOUR,  M.D.,  F.R.CP.Ed., 
Physician  to  the  Edinburgh  Royal  Maternity  Hospital 

At  a  midwifery  case,  the  attention  of  the  practitioner  is  con- 
centrated on  the  mother.  The  child  receives  scant  notice  and 
is  handed  over  to  the  nurse.  And  this  is  natural,  for  in  ordinary 
circumstances,  beyond  tying  the  cord,  there  is  nothing  to  be 
done.  With  the  exception  of  asphyxia,  which  calls  for 
prompt  action,  the  pathological  conditions  of  the  new-bom 
infant  give  little  scope  for  treatment. 

It  is  a  mistake,  however,  to  disregard  these.  Midwifery 
is  a  science  as  well  as  an  art.  Taking  science  in  its  literal 
sense  of  knowledge,  this  means  that  there  is  always  some- 
thing to  be  learned  as  well  as  something  to  be  done.  And 
were  it  only  to  relieve  the  monotony  of  practice,  the  prac- 
titioner should  keep  an  open  eye  for  new  facts. 

The  head  of  the  foetus  is  a  case  in  point.  The  study  of 
it  after  delivery  will  always  repay  the  trouble.  Its  plasticity 
is  remarkable,  it  can  be  moulded  into  almost  any  shape. 
Not  only  are  the  soft  parts  drawn  out  of  shape  through  the 
absence  of  pressure,  but  the  skull  itself  has  its  form  altered 
by  excess  of  pressure.  The  phrase  "drawn  out"  best  describes 
the  surface  changes,  for  the  formation  of  a  caput  succedaneunt 
is  due  to  the  absence  of  pressure  over  the  presenting  part,  and 
recalls  the  result  of  a  cupping-glass  applied  to  the  skin.  The 
position  of  the  caput  tells  what  part  lay  within  the  "  girdle  of 
contact " — from  it  we  can  read  off  the  presentation.  A  glance 
at  the  moulding  of  the  skull  is  also  suggestive.  We  are  so 
familiar  with  the  elongated  head  of  a  normal  labour  that  it 
only  strikes  attention  when  we  see  it  emphasised  by  a  justo- 
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minor  pelvis,  or  happen  to  see  an  unmoulded  head  from  a 
Caesarean  section.  And  no  more  instructive  contrast  presents 
itself  than  that  between  the  drawn  out  sugar  loaf  head  of  a 
justo- minor  pelvis  and  the  level  head  of  a  fcetus  that  has 
come  into  the  world  face  first 


The  object  of  this  paper  is  to  draw  attention  to  the  inden- 
tation of  the  head  produced  by  a  projecting  promontory.  In 
the  pelvis  of  normal  form,  which  includes  not  only  a  normal 
pelvis  but  also  an  equally  contracted  one,  the  promontory  does 
not  encroach  on  the  heart-shaped  brim  sufficiently  to  indent 
the  head.  It  is  only  when  the  contour  of  the  brim  is  modified 
as  in  the  kidney-shaped  brim  of  the  typical  rickety  pelvis,  or 
in  a  justo-minor  pelvis  with  a  projecting  promontory  that  in- 
dentation of  the  head  can  be  produced.     Such  cases  are  rare 

in  practice,  but  they  will  be  found  to  be 
commoner  than  is  thought,  if  trouble  is 
taken  to  examine  the  head  carefully  after 
any  difficult  forceps  case.  The  interest 
of  this  inquiry  will  be  evident  from  a 
study  of  these  three  heads. 

The  first  (fig.  i)  is  taken  from  a  case 
of  labour  in  a  flat  rickety  pelvis  with  a 
Fig.  I.— Vertex  presentation  Conjugate  of  three  and  a  quarter  inches. 
po"nt'r7  "^^v't  The  child  lay  with  its  head  transverse, 
front  of  the  left  ear.  and  the  occiput  to  the  left  side  of  the 
pelvis.  It  was  delivered  by  turning,  and  the  head  showed 
a  vertical  furrow  in  front  of  the  right  ear.  The  situation 
and  direction  of  this  indentation  are  both  sig^nificant  It 
is  rather  above  the  ear ;  that  is  in  the  temporal  fossa,  and  at 
one  end  of  the  bitemporal  diameter.  This  diameter  is  the 
shortest  transverse  one  of  the  head,  the  head  is  narrowest  from 
side  to  side  here.  In  accommodating  itself  to  a  kidney-shaped 
brim,  the  head  takes  up  a  transverse  positioii ;  and  in  slipping 
through  the  contracted  part,  the  broad  occipital  part  of  the 
head  glides  to  one  side  of  the  projecting  promontory  so  as 
to  find  room.  The  shortest  transverse  diameter  of  the  head 
thus  passes  the  conjugate,  and  the  promontory  mark  is  found 
at  that  end  of  this  diameter  which  was  posterior — on  the  right 
side  of  the  head  in  this  instance.  The  furrow  is  vertical  because 
the  head  passed  the  brim  extended. 
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Fig.  2  shows  a  head  which  I  delivered  with  axis-traction 
forceps  through  a  contracted  brim.  The  patient  was  a  primi- 
para,  with  ah  unusually  prominent  abdomen,  which  was  found 
to  be  due  to  the  fact  that  the  head  was  riding  above  the  brim. 
That  not  only  the  head,  but  also  the  lower  uterine  segment  was 
elevated,  was  evident  from  the  high  position  of  the  bladder. 
With  only  1 5  oz.  of  urine  in  it,  the  dulness  extended  5  ins. 
above  the  pubes ;  and  when  emptied,  it  was  still  seen  to  be 
partly  an  abdominal  organ.     This  high  position  of  the  bladder 

was  not  the  result  of  labour,  which  was  only 
commencing,  but  like  the  position  of  the  head, 
pointed  to  some  contraction  of  the  brim.  The 
measurements  of  the  pelvis  were  as  follows  : — 


Fig.  2. — Head  delivered 


Interspinous  diameter          .          .  9i  in. 

Intercristal           ,,       .          .          .  loj    „ 

External  conjugate     ...  7      » 

Diagonal         „            .         .          .  4i   „ 

The  diameters  of  the  false  pelvis  show 
throughjusro^minw  no  diminution  of  curvature  of  the  iliac  crests^ 
p^mom^^^'^m^il ''•^-  n«  flattening;  while  they  indicate  a 
above  left  orbit.  pelvis  under  size.  The  true  conjugate  was 
estimated  at  3  J  inches.  The  first  stage  of  labour  was 
long.  The  head  presented  L.O. A.,  and  was  delivered  with 
difficulty  by  axis-traction  forceps.  Its  shape,  after  delivery 
(see  fig.  2),  is  the  sugar  loaf,  which  is  characteristic  of  a 
universally  contracted  pelvis.  Cases  of  extreme  moulding, 
like  this,  show  how  plastic  the  foetal  head  is.  It  is  almost 
like  a  cast  of  the  pelvis.  And  this  analogy  of  a  cast  is  borne 
out  further  by  the  indentation  above  the  left  orbit,  which  is  the 
special  feature  of  this  head.  To  study  its  mode  of  production 
we  must  imagine  the  lie  of  a  head  presenting  L.O.A.  In  this 
position,  the  left  side  of  the  forehead  is  in  relation  to  the 
promontory.  But  the  promontory  does  not  encroach  on  the 
brim  so  as  to  indent  the  head  in  a  justo-minor  pelvis  any  more 
than  in  the  normal  pelvis.  The  contour  of  the  brim  is  the 
same  in  the  former  as  in  the  latter.  In  this  case,  therefore,  we 
have  to  do  with  a  justo-minor  pelvis  +  a  projecting  promontory, 
or  a  justo-minor  pelvis  flattened. 

Fig.  3  shows  another  interesting  head,  also  from  a  case  of 
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labour  in  a  pelvis  which  was  flattened.  The  patient  was  not 
rickety,  and  though  the  pelvis  was  small,  the  projection  of  the 
promontory  was  more  marked   than  the  general*  contraction. 

Unfortunately,  I  have  not  a  note  of 
the  pelvic  measurements,  but  the 
moulding  and  marks  on  the  head  are 
so  characteristic  that  from  them  one 
can  read  off  the  mechanism  of  delivery. 
It  began  as  a  brow  presentation,  as  is 
evident  from  the  position  of  the  caput 
succedaneunty  with  the  occiput  lying  to 

Fig.  3---Brow  presentation   with  the    right    side.       The    extension   con- 
promontory  mark  above  nght  «»        ^.1     ^t        r  11-  !-•  1. 

ear.  tmued   until  the  face    led,  m   which 

attitude  the  head  passed  through  the  pelvis,  as  is  seen  from  the 
fiattened  vertex  and  the  general  shape  of  the  head.  The 
peculiar  feature  in  this  head,  however,  is  the 
horizontal  groove  above  the  right  ear.  In  right 
occipital  positions,  the  right  side  of  the  head  is 
posterior,  that  is  in  relation  to  the  promontory, 
and  the  direction  of  the  groove  is  explained  by 
the  fact  that  the  face  of  the  child  led  as  the 
head  passed  the  brim. 

Placing  these  three  heads  side  by  side,  we 
have  an  instructive  comparison.  And  to  bring 
tWs  out  fully,  they  must  be  placed  so  that  the 
promontory  furrows  are  in  line.  This  is  done 
in  fig.  4,  in  which  the  letters  L  and  R  indicate  '^howthepres^ 
the  left  and  right  sides  of  the  mother's  pelvis. 
To  make  the  promontory  mark  face. one,  he 
must  suppose  that  he  is  looking  at  the  pelvis 
from  behind.  With  the  heads  placed  according 
to  the  position  and  direction  of  this  mark,  we  can  diagnose  that 
£  was  a  vertex  presentation  with  the  occiput,  to  the  left  and 
partial  extension,  that  b  was  a  face  case  with  the  chin  to  the 
teft,  and  a  a  vertex  presentation  L.O.A. 


tion  can  be  re- 
cognised after- 
wuxls  frcnn  the 
position  and  di- 
rection of  the  pro- 
montory mart. 
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MOTHER  VEBSUa  CHILD :  NOTES  OF  A  CASE  OF 
INDUCTION  OF  PREMATURE  LABOUR  IN  A 
PATIENT  WHO  HAD  RECTAL  CARCINOMA 

By  Dr  S.  MACVIE,  Chirnside,  Berwickshire  * 

The  following  case  derives  interest  partly  from  the  compara- 
tive rarity  of  the  complication,  but  mainly  from  the  important 
questions  involved  in  determining  the  method  of  treatment  to 
be  adopted.  When  two  lives  are  in  danger,  the  question  which 
ought  to  be  saved  may  become  of  the  greatest  difficulty,  while 
It  is  necessarily  of  the  first  importance.  The  answer  may 
ultimately  rest  on  the  relative  mortality  of  different  operative 
measures.  At  a  time  when  new  methods  of  operating  and 
antiseptic  precautions  are  reducing  the  mortality  of  old  opera- 
tions, previous  statistics  are  rendered  valueless.  At  the  same 
time  sufficient  data  exclusively  relating  to  the  new  era,  may  not 
be  forthcoming  from  which  to  lay  down  new  rules.  The 
balance  has  been  disturbed,  and  has  not  yet  returned  to  a  state 
of  rest     Obviously,  opinion  must  manifest  a  similar  instability. 

The  answer  may  also  depend  upon  the  relative  value  of  the 
maternal  and  fcetal  life.  Under  normal  conditions  of  health  it 
may  not  be  difficult  to  decide  which  life  ought  to  be  saved,  but 
in  cases  where  the  maternal  life  is  certain  to  be  shortened  ly 
existing  incurable  disease,  the  decision  may  here  also  be  of  the 
greatest  difficulty.  It  does  not  appear  to  me  that  sufficient 
data  are  laid  before  the  profession  upon  which  to  arrive  at  a 
decision.  It  is  more  in  the  hope  of  elucidating  information 
upon  these  two  points  than  of  contributing  a  pathological 
rarity  that  I  have  presumed  to  bring  this  case  before  the 
Society. 

Mrs  H.,  a  v-para,  aged  35  years,  had  suffered  from  con- 
stipation, according  to  her  own  statement  almost  from  her  last 
confinement,  twenty  months  previously.  All  her  labours  were 
natural  and  easy.  On  the  last  occasion  the  child  was  bom 
before  the  arrival  of  the  doctor,  and  no  abnormal  circumstance 
was  noted.  Five  months  later  I  saw  her,  to  all  appearance  in 
gdod  health,  and  no  complaint  was  then  made  of  constipation. 
I  next  saw  her  accidentally  on  the  8th  March,  when  I  heard  of 
the  constipation,  and  also  that  she  considered  herself  about  six 

1  Read  before  the  Edinburgh  Obstetrical  Society. 
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months  pregnant.  This  latter  statement,  upon  inquiry,  I  had 
no  reason  to  doubt  She  was  positive  in  fixing  the  end  of 
September  as  the  commencement  of  gestation.  Without 
making  a  physical  examination  an  aperient  and  tonic  were 
promised  on  my  next  call.  At  a  late  hour  that  same  night  I 
received  an  urgent  summons  to  attend  her  in  anticipation  of  a 
miscarriage.  On  my  arrival  the  patient  was  moving  about,  and 
soon  gave  evidence  of  pain  and  down-bearing  strain.  After 
being  put  to  bed  and  watched  for  a  short  time  it  became 
evident  the  pains  were  abnormal  in  their  duration,  regularity  and 
force,  while  no  signs  of  haemorrhage,  discharge  of  waters,  or 
mucous  had  appeared. 

On  making  the  usual  examination,  the  posterior  vaginal 
wall  was  found  bulged  forward,  and  hard  and  irr^ular  on  the 
surface.  The  hardness  extended  above  the  level  of  the 
posterior  fornix.  The  posterior  lip  of  the  os  uteri  was 
elongated,  soft,  and  somewhat  oedematous.  The  anterior  lip 
was  normal  to  the  touch,  but  abnormally  short  even  for 
the  period  of  pregnancy.  The  os  was  not  at  all  dilated,  but 
where  the  hard  vaginal  wall  joined  the  cervix  the  uterine 
tissue  felt  indurated.  The  posterior  vaginal  mucous  membrane 
was  smooth,  and  appeared  to  be  stretched  over  amd  adherent 
to  a  hard  tissue  lying  behind.  On  examination  per  rectum, 
a  hard  irr^ular  tumour  was  found  about  i^  in.  above  the 
internal  anal  sphincter.  This  tumour,  at  its  lower  extremity, 
occupied  the  rectum  as  a  cervix  uteri  does  the  vagina,  there 
being  about  an  inch  of  the  tumour  free  of  the  rectal  wall  all 
round.  Through  an  opening  in  this  downward  projection  the 
finger  could,  with  some  pressure,  be  passed  upwards  for  over 
2  in.,  when  the  opening  either  widened  or  the  tumour  altogether 
ended ;  it  was  not  eaisy  to  discover  which ;  probably  the  pos- 
terior portion  thinned  away.  The  tumour  was  rather  an  amnular 
tube  than  a  ring,  the  carnal  running  through  it  being  hard  and 
irregular,  and  the  sides  almost,  if  not  in  some  places  actually^ 
in  contact  It  wais  adherent  to  the  sacrum.  Over  adl  it  was 
about  the  size  of  a  hen's  ^g,  somewhat  flattened  from  before 
backwards.  The  fact  of  the  tumour  being  adherent  to  the 
sacrum,  the  posterior  vaginal  wall  adherent  to  its  amterior 
surface,  the  condition  of  the  posterior  lip  of  the  os  uteri  and 
the  probable  adhesion  of  the  cervix  to  the  upper  part,  foreboded 
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an  unequal  and  difficult  dilation  in  labour  as  well  as  risk  of 
tearing  or  abrasion  of  the  adherent  vs^inal  mucous  membrane. 
The  diagrnosis  was  rectal  obstruction  due  to  an  inoperable 
carcinoma.     The  bowels  were  relieved  by  means  of  tepid  water 
enemata,  and  the  pains  ceased.     As  some  complaint  was  made 
of  dysuria,  the  bladder  was  emptied,  and  the  amount  of  urine 
drawn  off  showed  that  over-distension  was  not  the  cause.     For 
the  next  few  days  the  bowels  were  kept  open  with  castor  oil 
and  tepid  water  enemata,  while  the  question  of  further  pro- 
cedure was  considered.    The  size  and  situation  of  the  tumour 
rendered  deliver)'  of  the  child  at  full  term  per  vias  naturales 
impossible.     To  terminate  the  pregnancy  by  an  induced  labour 
was  possible,  though  not   without   increased   danger,  but  the 
fcetus,  even  if  born  alive,  would  probably  soon  die.     On  the 
other  hand,  the  grave  risk  of  a  Caesarian  section  under  circum- 
stances which  lessened  the  chance  of  a  successful  issue,  loomed 
ahead.     I  am  aware  that  the  mortality  from  this  operation  has 
been  greatly  reduced,  but  it  must  be  borne  in  mind  that  cases 
-of  pelvic  deformity  necessitating   Caesarian   section   are  com- 
patible with   perfect    health    otherwise   of  both    mother    and 
child,  and  I  cannot  find  figures  showing  the  mortality  of  the 
operation  when  performed  in  cases  of  rectal  carcinoma,  where 
the  health  of  both  mother  and  child  are  vitiated,  and  where  the 
condition  of  the  bowels  renders  strict  antiseptic  measures  almost 
impossible.      Another  possible  development  of  the  case  had 
also  to  be  taken  into  account,  viz.,   the  sudden  spontaneous 
onset  of  labour  prematurely  after  the  vaginal  route  had  become 
so  blocked  as  to  necessitate  Caesarian  section.    Considering  the 
dose  relation  of  the  tumour  to  the  cervix,  and  also  the  ex- 
cessive action  of  the  abdominal  muscles  during  straining,  this 
was  no  mere  fanciful  dread.     It  was,  in  fact,  the  most  danger- 
ous rock  ahead  to  both  mother  and  child.     For  the  success  of 
modem  Caesarian  section  depends  largely  upon  the  fulfilment  of 
two  conditions,  viz.,  strict  antiseptic  precautions,  and  the  com- 
mencement of  the  operation  before  labour  sets  in.     If  these 
conditions  are  absent,  the  modem  low  mortality  disappears,  and 
the  ancient  80  per  cent  mortality  is  substituted.     Now  I  do  not 
suppose  anyone  would  have  advocated,  in  this  case,  a  Caesarian 
section  of  the  old  pre-antiseptic  era  type  in  preference  to  an  in- 
duced premature  labour.    But  assuming  that  a  Caesarian  section 
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undertaken  witliout  due  preparation  in  the  eighth  month  after 
occlusion  of  the  vagina  had  been  successful,  the  gain  would  only 
have  been  one  month  more  of  intra-uterine  life  to  the  child 
The  question  then  comes  to  this,  Would  this  gain  of  one  month 
of  intra-uterine  life  have  turned  the  scale  in  favour  of  Caesarian 
section  ?     To  my  mind,  it  would  not. 

Perfiaps  the  personal  equation  is  unduly  obtrusive  in  these 
solo  discussions.  Unquestionably  the  operations  referred  to  are 
differently  r^arded  by  the  hospital  specialist  and  the  country 
practitioner.  The  latter  would  dread  having  a  Caesarian  section 
thrown  on  his  hands,  while  the  former  would  feel  braced  to  his 
responsible  task.  The  like  difference  in  mental  attitude  would 
not  obtain  in  a  case  of  induced  labour.  Hence  a  personal 
predisposition  in  favour  of  inducing  premature  labour,  and  of 
obviating  the  danger  of  labour  occurring  spontaneously  at  a 
later  date,  may  be  admitted.  There  is  still  another  consideraj- 
tion  ;  the  sufferings  of  the  patient  were  becoming  more  severe 
Pr^nancy  is  itself  a  cause  of  constipation,  both  from  a  lowered 
tonicity  of  the  bowel  and  mechanical  pressure.  This  was  be^ 
coming  more  pathologically  effective.  The  aperient  most  useful 
was  castor  oil,  and  it  was  badly  tolerated.  The  relief  which 
might  have  been  afforded  by  a  colotomy  was  not  considered  ex* 
pedient  until  after  the  pr^^ancy  had  ended.  After  the  most 
careful  consideration  I  decided  to  terminate  the  pregnancy  by 
inducing  premature  labour,  and  as  soon  thereafter  as  expedient 
or  necessary  to  obtain  for  my  patient  such  relief  as  colotomy 
affords. 

While  taking  the  necessary  steps  to  ensure  the  welfare  of 
my  patient  during  and  after  the  operation,  my  plans  were 
brought  to  a  full  stop  by  an  authoritative  opinion  to  the 
effect  that  the  labour  ought  to  be  allowed  to  go  on  to  full 
term,  and  delivery  effected  by  Cxsarian  section  on  the  ground 
mainly  that  the  child  was  the  more  valuable  life.  Upon  the 
facts  there  was  almost  no  difference  of  opinion.  The  extra  risk 
of  an  induced  labour,  the  more  grave  aspect  of  a  Caesarian 
section,  the  possibility  of  premature  labour  occurring  at  any 
time  were  mutually  admitted.  But  as  the  mother's  lease  of  life 
would  be  short,  it  was  incumbent  to  save  the  child  as  being  the 
niore  valuable  life. 

As  the  patient  refused  to  remain  away  from  her  family  for 
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over  two  months,  she  came  again  under  my  care,  and,  deferring  to 
an  opinion  I  had  every  reason  to  respect  and  obey,  I  con* 
tinned  to  treat  the  reqtal  obstruction,  await  developments,  and 
exercise  my  mind  with  the  question,  What  are  the  data  upon 
which  the  relative  value  of  two  lives  is  determined?  So  far 
I  have  been  able  to  discover  no  data  sufficiently  definite  to 
furnish  an  answer  in  any  particular  case.  It  seems  to  be  a 
general  rule  that  when  mother  and  child  are  healthy,  the  pro* 
cedure  adopted  is  designed  to  save  the  life  of  the  mother.  It  is 
a  procedure  generally  approved  by  the  husband  and  other 
relatives.  (I  have  been  informed  of  a  case  where  the  doctor 
was  urged  by  the  husband  to  save  the  child  at  whatever  cost  to 
the  mother,  in  order  that  certain  properties  might  remain  under 
his  control.  The  appeal  was  unsuccessful.)  Yet  at  twenty 
years  of  age  the  life-expectancy  of  a  mother  is  barely  equal  to 
that  pf  a  new-bom  child,  and  at  every  subsequent  pregnancy  it 
is  less.  Therefore,  at  every  birth  after  twenty  years  of  age,  if  the 
life-expectancy  is  taken  as  the  measure  of  value,  the  new-bom 
child  is  the  more  valuable  life.  Were  it  always  the  aim  of  the 
obstetrician  to  save  the  more  valuable  life,  every  case  of  con- 
tracted pelvis  requiring  instmmental  interference  and  threatening 
the  life  of  the  child  would  be  held  to  justify  Csesarian  section* 
This  argument  might  be  appropriate  in  a  discussion  between 
Mr  Shandy  and  Dr  Slop,  but  utterly  absurd  coming  from  an 
obstetrician. 

Where,  however,  the  mother's  life-expectancy  is  greatly 
shortened  by  existing  disease,  medical  as  well  as  public  opinion 
might  veer  round.  There  must  necessarily  come  a  point  as  the 
maternal  life-expectancy  shortens  when  the  child  must  become 
the  more  valuable  life,  provided  that  the  child's  life-expectancy 
is  not  lessened  in  an  equal  ratio.  The  averages  struck  by  life- 
expectancy  tables  are  useful  for  economic  and  other  reasons 
when  the  mass  of  individuals  embraced  is  large  enough  to 
include  every  evil  .  that  assails  human  life.  But  when  a 
particular  case  is  under  consideration  before  an  average  lifer 
expectancy  can  be  predicated,  average  conditions  of  constitution 
and  health  must  be  postulated.  If  these  conditions  are  at  a 
minimum  the  life-expectancy  must  fall  to  a  minimum. 

And  that  is  the  actual  position  in  this  case.  The  life^ 
expectancy  of  both   mother  and  child  is  shortened   by   the 
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mother's  disease.  To  appreciate  how  much  the  foetal  life- 
expectancy  is  shortened,  it  must  be  borne  in  mind  that  there 
are  no  life-expectancy  tables  reaching  back  to  intra-uterirte 
life.  But  Dr  Ballantyne  affirms  the  ante-natal  death-rate,  even 
in  the  later  months,  to  be  higher  than  is  generally  supposed, 
although  he  does  not  give  figures.  In  the  present  case  there 
is,  as  has  been  stated,  the  risk  of  spontaneous  premature  labour 
after  the  vaginal  route  is  impassable,  a  contingency  which  brings 
down  the  life  -  expectancy  of  both  almost  to  the  irreducible 
minimum. 

The  general  practice  seems  to  be  to  r^ard  the  life  of  the 
mother  as  the  more  valuable,  although  her  life-expectancy  may 
be  ten  or  fifteen  years  less  than  that  of  the  child.  It  is  not 
difficult  to  find  ethical  justification  for  the  practice.  Life- 
expectancy  tables  are  misleading  indices  of  life  values  unless 
the  duration  of  the  expectancy  covers  the  same  series  of  years. 
If  two  lives  have  an  expectancy  of  twenty  years  each,  reaching 
from  twenty  to  forty,  they  may  safely  be  said  to  be  of  equal 
value.  Each  individual  would  have  the  same  time  in  which  to 
discharge  the  obligations  of  life.  The  lives  of  mother  and  child 
do  not  give  such  synchronous  parallelism,  and  a  life-expectancy 
of  equal  duration  might  give  widely  unequal  life  values.  For 
example,  if  a  child's  life-expectancy  covered  the  first  ten  years, 
and  the  mother's  reached  from  the  twentieth  to  the  thirtieth 
year,  there  would  be  no  hesitation  in  giving  to  the  mother's  the 
higher  value.  The  difficulty  lies  in  determining  the  figure  with 
which  to  multiply  it  And  the  difficulty  is  increased  when  the 
question  is  to  determine  the  life  values  of  a  case  of  rectal 
carcinoma  at  thirty-five  years  and  of  her  6  J  months  foetus. 
But  although  the  question  cannot  be  answered  exactly,  there 
are  certain  facts  which  assist  in  bringing  out  the  difference. 

Ethically  regarded,  the  value  of  life  consists  in  the  discharge 
of  subjective  and  altruistic  obligations,  instinctive  or  volitional 
as  the  case  may  be,  and  with  such  opportunity  and  capacity  as 
the  individual  possesses.  To  this  may  be  added  the  due  perfor- 
mance of  procreative  functions  from  which  the  life  acquires  a 
racial  in  addition  to  an  ethical  value.  In  other  words,  life  value 
is  composed  of  three  elements,  personal,  social,  and  racial  At 
certain  periods  of  life  the  discharge  of  those  obligations  is  an 
impossibility,  and  at  such  periods  life  has  either  not  acquired  or 
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has  lost  its  highest  value.  For  example,  the  foetus  in  utero  is  a 
parasite  performing  no  function  whatever.  Its  existence  involves 
a  physiological  loss  to  the  maternal  organism.  Unlike  an  arm 
or  a  spleen  it  performs  no  duty  in  return  for  its  sustenance. 
Its  actual  value  could  only  be  expressed  by  a  minus  quantity. 
Its  potential  value  is  equal  to  its  extra-utierine  life-expectancy. 
If  that  is,  by  reason  of  dangers  ahead,  reduced  to  a  life- 
expectancy  minimum  its  potential  value  may  never  be  realised. 

The  new-bom  child  is  still  parasitic,  though  detached ;  and, 
though  it  inhales  its  own  oxygen,  is  still  a  physiological  loss  to 
the  maternal  organism.  The  actual  value  is  still  a  minus 
quantity,  but  it  has  begun  to  realise  its  potentiality  by 
satisfying  the  parental  instinct  and  contributing  to  the 
subjective   element   of  life. 

The  mother  on  the  other  hand  has  realised  the  potentialities 
of  life.  Value  after  value  has  been  added  to  her  existence  as 
consciousness,  self-consciousness,  and  volition  developed.  The 
later-added  procreative  function  has  given  it  a  racial  value.  In 
the  discharge  of  her  manifold  functions,  she,  living  less  to  herself 
than  any  other  being,  attains  a  higher  self-sacrificial  value.  She 
is  directly  and  indirectly  contributory  to  the  life  of  her  children, 
and  her  own  life,  to  be  accurately  estimated,  must  be  multiplied  by 
some  fractional  sum  of  theirs.  Thus,  while  child-life  in  its  par- 
tially developed  stages  must  be  represented  by  a  varying  fraction, 
the  maternal  life  must  be  represented  by  an  integer  expres- 
sing her  subjectivity,  and  that  integer  raised  to  an  ti^  power 
equivalent  to  her  manifold  functions.  Therefore,  unless  the 
life-expectancy  of  the  child  covers  the  years  in  which  its 
potentiality  is  converted  into  actuality,  the  relative  values  of 
the  maternal  and  foetal  life  will  be  that  of  actual  as  against 
potential. 

Meanwhile  the  suffering  of  my  patient  increased.  The 
castor-oil  was  often  vomited  and  the  enemata  had  to  be 
employed  almost  daily.  About  a  week  after  her  return  a 
glass  and  a  half  of  castor-oil  had  failed  to  act,  and  I  was 
sent  for  late  in  the  evening.  The  straining  and  pain  were 
excessive.  The  colon  was  more  than  usually  difficult  to 
unload  on  account  of  a  small  scybala  which  lay  on  the 
upper  opening  in  the  tumour,  and  acted  like  a  ball  valve. 
At  first   the  tepid  water  was  retained,  and  it  was  only  by 


410  S.  Macvie 

enlarging  the  eyelet  of  the  rectal  tube,  allowing  the  tube  to 
remain,  and  detaching  the  syringe,  that  an  intermittent  stream 
was  maintained.  After  a  protracted  and  painful  process  a 
semifluent  motion  was  obtained.  This  experience  awoke  all 
toy  dread  of  a  spontaneous  premature  labour  occurring  at  a 
time  when  the  vagina  was  blocked.  I  felt  convinced  that 
this  was  the  greatest  danger,  and  that  it  was  my  duty  to 
guard  against  it,  and  I  decided  once  more  to  terminate  the 
pr^nancy. 

The  case  is  now  one  of  induced  labour,  and  is  in  no 
respect  noteworthy,  but  the  main  points  of  the  procedure 
may  be  briefly  noted.  There  are  two  ways  of  inducing 
labour — rapidly  and  slowly.  In  view  of  the  condition  of  the 
cervix  and  the  posterior  vaginal  wall,  I  decided  to  allow  dila* 
tation  to  take  place  slowly.  For  the  same  reason,  and  to 
secure  equal  dilatation  of  the  cervix  and  equal  pressure  upon 
it,  the  membranes  were  to  be  kept  intact  A  catheter  was 
therefore  passed  carefully  along  the  inner  aspect  of  the  uterine 
wall.  Finding  at  the  end  of  two  hours  distinct  uterine  con- 
tractions, the  catheter  was  withdrawn.  The  patient  was  kept 
in  bed  and  dieted  sparingly  to  obviate  vomiting,  and  also  to 
obviate  the  use  of  castor-oil  or  enemata. 

There  is  an  additional  advantage  in  a  slow  premature 
labour  in  that  it  allows  a  detachment  of  the  placenta  more 
akin  to  what  occurs  normally  at  full  term.  This  is  an 
opinion  derived  mainly  from  my  own  experience  of  abor- 
tions. A  self-denying  ordinance  was  also  imposed  in  the 
matter  of  vs^inal  examinations.  The  progress  was  certainly 
slow,  and  from  the  introduction  of  the  catheter  until  the  birth, 
fully  sixty  hours  elapsed.  The  pains  during  that  time  were 
never  very  severe  until  the  last  five  hours.  On  my  arrival, 
four  hours  before  the  birth,  I  thought  it  best  to  administer 
chloroform  in  order  to  abolish  all  muscular  resistance.  The 
chloroform  narcosis  was  kept  up  three  hours.  During  the 
last  half-hour,  as  the  head  emerged  from  the  os,  the  abdominal 
muscles  came  into  play  and  caused  a  downward  propulsion  of 
the  head.  This  was  lessened  by  pressing  against  the  head 
with  the  fingers,  and  at  the  same  time  forcing  it  against  the 
pubic  bone  to  save  the  posterior  vaginal  wall.  The  tumour 
remained   immovable,  so  that  the  dread  of  a  tear  was  soon 
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seien  to  be  groundless,  and  the  only  danger  was  from  pres^- 
sure.  Once  the  head  had  passed  the  tumour  there  was  no 
difficulty,  and  the  child  was  born  alive.  The  vagina  was  at 
once  douched  in  order  to  detect  any  traces  of  bleeding,  but  the 
fluid  returned  uncoloured.  The  placenta  was  partly  expressed 
and  partly  pulled  away  without  trouble  in  about  twenty  minutes 
at  the  first  attempt,  and  the  haemorrhage  was  slight.  There 
were  no  traces  of  abrasion,  and  the  temperature  never  rose 
above  normal.  The  patient  was  out  of  bed  in  the  second 
week,  and  the  child  was  thriving. 

Subsequent  history  Sometimes  plays  sad  havoc  among 
successful  cases.  Five  weeks  after  the  birth  of  the  child  I 
arranged  to  give  my  patient  the  benefit  of  a  colotomy.  The 
child  was,  therefore,  put  under  the  care  of  an  aunt  who  lived 
three  miles  off.  At  the  beginning  of  the  seventh  week  I  was 
called  in  and  found  it  suffering  from  enteritis,  to  which  it  suc- 
cumbed near  the  end  of  the  week.  I  have  no  doubt  that  im- 
proper diet  was  the  immediate  cause  of  the  enteritis,  but  it 
would  be  idle  to  deny  that  the  prematurity  of  birth  was 
indirectly  contributory.  At  the  end  of  the  sixth  week,  and 
before  the  patient  was  removed  to  hospital,  I  discovered  signs 
of  a  recto-vaginal  fistula.  I  cannot  see  that  the  stretching  the 
parts  during  labour  was  the  cause  of  this.  It  has  happened  in 
other  cases,  and  there  was  no  evidence  of  sloughing  or  abra- 
sion. Besides,  sloughs  don't  heal  first  and  then  break  down. 
It  is  quite  as  likely  that  it  occurred  from  extension  of  the 
disease,  and  would  have  occurred  in  any  case.  It  seems  to 
me  rather  to  justify  the  procedure,  because  the  existence  of 
a  recto-vaginal  fistula  would  have  increased  the  dangers  of 
a  Caesarian  section.  The  fistula  was  situated  high  up  in  the 
posterior  fornix,  and  soon  became  large  enough  to  allow  the 
finger  to  pass  through.  Flatus  and  faces  pass  more  freely  per 
vj^inam  than  per  rectum,  and  the  necessity  for  a  colotomy  no 
longer  exists.  The  patient  still  requires  an  aperient  and  a 
morphia  suppository,  but  takes  food  fairly  well  and  attends  to 
her  household  duties. 

The  advantages  to  the  patient  are  : — 

(i)  The  relief  from  the  mental  depression  caused  by  the 
dread  of  an  impending  serious  operation. 

(2)  The  nervous    energy    thus    liberated    and    distributed 
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among   the  various   functions  makes  life  more  cheerful,  aids 
digestion  and  gives  greater  tonicity  to  the  bowels. 

(3)  The  patient  now  receives  that  amount  of  nutrition 
which  went  to  nourish  the  child,  and  her  strength  is  more 
easily  maintained. 


CLINICAL  LECTURE  1 
OBSERVATIONS    ON    CYANOSIS 

By  J.  O.  AFFLECK,  M.D.,  F.R.C.P.Ed., 
Senior  Ordinary  Physician,  Royal  Infimiary,  Edinburgh 

I  CHOOSE  this  subject  because  I  think  it  is  important  some- 
times to  select  a  topic  bearing  on  the  meaning  of  some 
important  symptom  or  appearance  in  disease,  and  considering 
its  clinical  significance,  the  conditions  in  which  it  is  met,  and 
how  it  is  to  be  dealt  with.  This  is  a  kind  of  study  that  is  not 
to  be  obtained  in  any  text-book,  because  it  is  the  result  of 
observations  made  at  the  bed-side.  Accordingly  in  past  years 
I  have  taken  up  such  subjects  as  the  clinical  significance  of 
vomiting,  or  of  headache,  or  of  delirium,  and  to-day  I  select 
the  clinical  significance  of  cyanosis. 

The  patient  I  now  show  you,  who  is  suffering  from  emphy- 
sema and  dilated  right  heart,  exhibits  in  a  very  typical  manner 
the  appearance  of  cyanosis  or  lividity.  He  has,  as  no  one 
could  fail  to  notice,  the  general  dusky  hue,  the  dark  colour 
of  the  lips,  the  lividity  of  the  ears.  Yet,  as  he  lies  here,  he 
exhibits  and  experiences  no  signs  of  suffering.  He  is  quite 
comfortable  so  long  as  he  is  quiet.  The  next  thing  to  observe 
is  the  barrel-shaped  appearance  of  his  chest,  and  that  his 
abdominal  muscles  are  brought  into  play  in  respiration  more 
than  his  chest  muscles.  A  noteworthy  point  in  this  case  is 
the  marked  dilatation  of  the  right  side  of  the  heart.  This 
patient  is  in  no  distress  at  present,  but  if  he  were  to  try  to  run 
up  stairs  there  would  be  distress  and  the  lividity  would  also  be 
much  more  marked.  I  show  another  patient  who  sufTers  from 
a  similar  condition,  except  that  his  heart  is  not  so  much  dilated. 
He  is  another  example  of  cyanosis,  but  he  has  also  no  difHculty 
with  respiration  at  the  present  time.     Now  a  few  days  ago  if 

^  Delivered  in  the  Royal  Infirmary,  Edinburgh,  on  20th  October. 
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you  had  visited  Ward  29  you  might  have  seen  there  an 
elderly  man  of  similar  cyanotic  appearance,  but  who,  instead  of 
walking  about  as  these  patients,  was  sitting  propped  up  in  bed 
suffering  from  great  difficulty  and  distress  in  breathing,  and 
inhaling  oxygen  continually  ;  which  was  absolutely  necessary 
to  keep  him  from  suffocating. 

These  examples  serve  to  show  that  this  evidence  of  disease 
— which  undoubtedly  it  is — may  have  a  different  significance 
in  one  person  as  compared  with  another,  and,  moreover,  that  it 
may  be  linked  to  different  conditions  and  be  owing  to  different 
causes ;  and  I  think,  therefore,  that  the  study  of  its  clinical 
relationships  may  not  be  an  unprofitable  one  for  this  brief 
hour. 

Cyanosis,  as  you  know,  means  a  blueness  or  purpleness  of 
the  skin  ;  and  when  it  is  generally  diffused  over  the  body,  of 
course  it  implies  that  there  is  some  difficulty  in  the  access  of 
oxygen  to  the  blood  which  reaches  the  left  side  of  the  heart, 
and  its  being  distributed  to  the  body  in  a  mal-aerated  condition. 
Perhaps  the  most  typical  appearance  of  cyanosis  that  can  be 
met  with  occurs  in  those  cases  of  congenital  malformation  of 
the  heart  which  one  sometimes  sees  in  newly-born  children,  and 
occasionally  in  adults,  though  they  do  not  generally  live  to 
maturity,  where  there  is  an  admixture  of  the  blood  of  the  two 
sides  of  the  heart,  and  imperfectly  aerated  blood  is  distributed. 
I  wish  now,  however,  to  confine  myself  to  cyanosis  as  it 
accompanies  the  commoner  diseases  of  adult  life. 

Now,  its  existence  no  doubt  ultimately  resolves  itself  into 
some  pulmonary  fault,  but  it  will  be  found  that  it  may  depend 
primarily  upon  other  than  pulmonary  conditions ;  so  that  it 
may  be  possible  to  classify  cyanosis  according  to  certain 
originating  causes  and  to  consider  its  significance  in  relation  to 
such  causes.  The  examples  which  I  have  referred  to  illustrate 
this  point ;  for  whereas  in  the  first  two  patients  the  cause 
resides  in  the  lungs,  the  third  case  owes  his  cyanosis  primarily 
to  a  cardiac  cause.  Further,  a  consideration  of  cyanosis  as  it 
is  either  suddenly  produced  or  gradually  developed  has  a  most 
important  bearing  both  on  diagnosis  and  prognosis.  Bear  in 
mind  that  it  is  only  from  the  clinical  or  practicaL  standpoint 
that  I  consider  the  subject  at  present.  I  cannot  go  into  the 
morbid  physiology  or  pathology  of  cyanosis,  but  rather  the 
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meaning  of  the  symptom  as  we  meet  with  it  in  practice.  I 
propose  to  limit  myself,  therefore,  to  cyanosis  as  it  may  depend 
upon — 

1.  Conditions  connected  with  the  Respiratory  System. 

2.  Conditions  connected  with  the  Circulatory  System. 

3.  Conditions  connected  with  the  Nervous  System. 
These    do    not    by   any    means    exhaust    the   conditions 

under  which  one  meets  with  cyanosis,  but  they  include  a 
large  number  of  them  and  time  does  not  permit  me  to 
extend  the  classification. 

I.  The  conditions  connected  with  the  Respiratory  System 
are  such  as  either  in  the  air  passages  or  in  the  lungs 
prevent  the  due  access  of  oxygen  to  the  venous  blood  to 
aerate  it,  or  a  due  access  of  the  blood  to  the  oxygen  in  the 
alveoli,  or  both  conditions  combined.  The  cases  of  emphy- 
sema exemplify  both  causes.  There  is  a  prevention  of  ingress 
of  air,  the  lungs  being  over-distended  as  it  is — they  contain  a 
large  amount  of  vitiated  air,  but  cannot  admit  much  fresh  air. 
On  the  other  hand,  the  alveoli  themselves  are  over  stretched, 
their  septa  damaged  and  obliterated  to  such  an  extent  that  the 
aerating  surface  is  diminished  and  the  blood  does  not  get  access 
to  the  air.  In  other  cases,  there  is  still  less  chance  of  the  blood 
being  aerated  when  there  is  much  secretion  into  the  alveoli  from 
bronchitis,  etc. 

Then  mechanical  obstruction  to  the  larger  air  passages — 
the  larynx  and  trachea  especially — by  swelling,  or  presence  of 
a  false  membrane  or  foreign  body,  or  by  pressure  of  a  tumour 
from  without  may  have  this  effect  And  such  obstructions 
afford  some  of  the  most  striking  instances  of  acute  cyanosis — 
quickly  induced  and  severe  in  character.  The  presence  of 
cyanosis  from  laryngitis  or  membranous  croup  or  diphtheria 
is  of  ominous  import  and  calls  for  the  speedy  interference  of  the 
sui^eon,  either  by  tracheotomy  or  intubation.  In  diphtheria 
one  of  the  happy  experiences  of  the  use  of  antitoxin  is  the 
rapid  disappearance  of  cyanosis,  and  with  it  one  of  the  most 
ui^ent  indications  of  danger,  particularly  in  young  children. 
In  acute  bronchitis,  a  condition  of  cyanosis  is  brought  about 
when  the  inflammation  passes  from  the  larger  into  the  smaller 
bronchi  and  the  case  is  converted  into  one  of  capillary  bronchitis. 
By  the  swelling  of  the  mucous  membrane  and  the  outpouring 
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of  secretion,  entrance  of  air  to  the  alveoli  of  the  lung  is 
barred  and  suffocation  is  imminent.  This  condition  is  most 
frequently  seen  at  the  extremes  of  life  and  is  of  extremely 
grave  import,  since  the  futile  efforts  to  cough  and  expel 
the  mucous  secretion  speedily  exhaust  the  strength  of  the 
weakly  person  or  child — these  efforts  become  feebler,  the 
cyanosis  increases,  and  the  patient  passes  into  a  semi-coma- 
tose state  the  termination  of  which  is  death  by  asphyxia. 
Here  sometimes  the  inhalation  of  oxygen*  is  of  service,  and 
the  administration  of  stimulants  by  mouth  and  rectum  to 
keep  the  patient's  heart  going  and  enable  him  to  make 
efforts  at  coughing.  Also  stimulating  emetics  such  as  mus- 
tard, or  sulphate  of  zinc,  or  carbonate  of  ammonia  may  help. 
Plenty  of  fresh  air  is  important — beware  of  filling  the  room 
with  steam — by  too  much  moisture  to  the  exclusion  of  fresh 
air  you  may  increase  the  patient's  distress.  Counter-irritation 
to  the  chest,  dry  cupping,  sometimes  a  leech  or  two  applied  to 
the  sternum  will  often  relieve  cyanosis  and  rescue  the  patient. 

In  the  chronic  bronchitis  of  old  people,  cyanosis,  if  it  occurs, 
is  generally  associated  with  emphysema  as  we  have  in  the  cases 
already  alluded  to. 

In  acute  pneumonia  cyanosis  is  present  to  a  greater  or  less 
extent  in  almost  all  cases.  While  no  doubt  expressive  in  some 
measure  of  the  amount  of  lung  which  is  involved,  it  certainly 
does  not  entirely  depend  upon  this,  as  it  may  be  met  with  in  a 
high  d^ree  where  the  extent  of  lung  substance  implicated  is 
comparatively  small.  You  may  get  great  duskiness  of  face 
with  a  small  pneumonia  of  the  apex,  while  the  rest  of  the  lung 
is  unaffected.  No  doubt  it  may  be  helped  by  the  presence  of 
bronchial  secretion  accompanying  the  pneumonia,  but  it  woutc) 
seem  also  to  be  associated  with  that  affection  of  the  respiratory 
centre  which  in  pneumonia  is  probably  one  of  the  chief  causes 
of  the  rapid  and  shallow  breathing. ;  But  however  the  cyanosis 
is  produced,  its  depth  in  pneumonia  is  some  measure  of  the 
gravity  of  a  case,  for  it  is  to  a  considerable  extent  an  evidence 
of  cardiac  weakness.  When  I  see  a  man  lying  with  his  face 
livid  in  pneumonia  I  am  alarmed,  for  I  know  that  his  heart  ha§ 
begun  to  give  way  and  death  is  the  result  to  be  dreaded.  For 
the  relief  of  this  cyanosis  inhalation  of  pxygen  is  much  em:^ 
ployed  ;  but  while  I  have  seen  undoubted  benefit  from  its  liberal 
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employment,  I  am  bound  to  say  I  have  oftener  been  dis- 
appointed— it  fails  in  a  lai^e  number  of  cases  to  have  much 
influence  on  the  progress  of  the  disease.  It  is  a  remedy  which 
must  be  tried,  but  from  which  you  must  not  expect  too  much. 
I  have  seen  more  real  benefit  from  the  hypodermic  injection 
of  strychnine,  from  digitalis,  and  from  stimulants. 

The  occurrence  of  cyanosis  in  pleurisy  would  point  to  a 
lai^e  effusion,  and  is  a  danger  signal  which  cannot  be  disre* 
garded,  calling  as  it  does  for  the  prompt  use  of  the  aspirator. 
It  is  a  curious  fact  that  in  the  majority  of  cases  of  phthisis 
cyanosis  is  not  present  One  would  almost  have  expected  that 
in  a  disease  involving  so  much  lung  destruction,  the  loss  of 
aerating  surface  for  the  blood  would  certainly  have  produced 
cyanosis  to  a  high  d^ree.  But  it  is  not  so.  Part  of  the 
reason  may  reside  in  the  fact  that  in  phthisis  there  is  waste 
of  the  blood  as  well  as  of  the  body — there  is  less  blood 
requiring  aeration.  But  that  can  scarcely  be  the  whole 
reason,  and  there  is  probably  something  in  that  property 
of  our  economy  which  I  might  call  "  pathological  accom- 
modation," whereby  functions  can  go  on  in  organs  even 
when  structure  is  so  destroyed  as  to  apparently  forbid  it 
Nevertheless  there  are  met  with  every  now  and  then  cases  of 
phthisis  where  cyanosis  is  a  prominent  symptom.  In  the  acute 
form,  where  there  is  a  rapid  spread  of  tubercle  through  the 
lung,  and  where  it  looks  as  if  the  tubercle  had  been  dusted 
over  it  with  a  dredger,  the  cyanotic  appearance  of  the  patient 
may  be  striking,  and  is  of  great  diagnostic  significance.  You 
do  not  get  it  in  chronic  cases.  In  severe  cases  of  haemoptysis, 
you  occasionally  find  the  patient  markedly  cyanosed.  This  is 
obviously  due  to  the  great  pulmonary  congestion  during  the 
attack,  and  partly  also  no  doubt  to  the  inhalation  of  blood 
into  the  bronchi.  Again,  the  sudden  occurrence  of  cyanosis, 
with  pain  in  the  side  and  orthopnoea  in  a  case  of  phthisis 
would  suggest  the  likelihood  of  pneumothorax,  and  this  is  of 
very  grave  prognosis,  though  not  by  any  means  always  fatal. 

One  of  the  most  marked  examples  of  cyanosis  is  in 
emphysema.  Here  the  over-distension  of  the  alveoli,  to  the 
extent  sometimes  of  rupture  and  the  destruction  of  the  septa, 
involves  a  diminution  of  the  blood  aerating  space,  at  the  same 
time  that  it  entails  loss  of  elasticity  of  the  lung,  whereby  very 
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little  air  is  taken  in,  and  whereas  healthy  lungs,  when  you 
open  the  chest,  collapse,  these  remain  to  a  large  extent  dis- 
tended. They  cause  the  protrusion  of  the  chest  into  the  barrel 
shape,  and  also  tend  to  push  the  heart  down  to  make  room 
for  themselves.  The  cyanosis  in  this  case  is  gradually  de- 
veloped, and  the  history  is  usually  one  of  chronic  bronchitis, 
asthma,  whooping-cough,  or  forcible  distension  of  the  lung  as 
in  certain  occupations.  The  patient  usually  acquires  a  charac- 
teristic appearance — barrel-chest,  short  neck,  face  livid,  extra- 
ordinary muscles  of  respiration  unduly  developed,  intercostal 
muscles  often  atrophied  from  want  of  work.  Patient  is  com- 
monly languid  and  sluggish  in  his  whole  functions,  with 
frequently  a  peculiar  half-stifled  speech  and  cough.  However 
cyanosed,  the  patient,  so  long  as  he  has  no  exertion,  does  not 
experience  any  distress,  because  the  cyanosis  has  been  gradually 
produced,  and  the  system  has  gradually  accommodated  itself 
to  the  new  conditions.  But  on  making  any  effort,  and  espe- 
cially on  taking  cold  and  bronchial  catarrh  resulting,  he  is 
thrown  into  a  state  of  distress  immediately.  Relief  here  is  to 
be  obtained  by  rest,  and  by  counter-irritation  to  the  chest  ; 
croton  liniment  I  have  found  very  useful,  rubbed  over  a  limited 
area,  say  a  hand's  breadth.  Dry  cupping  and  leeches  may  also 
be  employed,  and  oxygen  inhalation  may  be  tried,  but  does 
not  usually  do  much  good.  Arsenic,  iron,  and  general  tonics 
are  the  only  other  means  of  relief,  the  lung  condition  being 
practically  a  permanent  one. 

2.  Conditions  of  Circulatory  System  causing  Cyanosis, — 
These  are  for  the  most  part  diseases  of  the  mitral  valve,  the 
most  typical  examples  occurring  in  cases  of  mitral  stenosis, 
where,  owing  to  the  narrowed  orifice,  the  blood  is  forced  back 
upon  the  lungs,  and  you  get  a  condition  of  stasis  and  backward 
pressure  in  the  lungs  and  in  the  right  heart  of  an  extreme 
degree.  So  great  is  the  pulmonary  engorgement,  that  nature 
sometimes  relieves  herself  by  a  more  or  less  copious  haemoptysis ; 
which  points  to  the  rational  treatment  of  letting  blood  by  dry 
or  wet  cupping,  or  leeches,  often  to  the  patient's  manifest  relief. 
In  mitral  regurgitation  the  backward  pressure  is  slower  in  its 
effect  and  usually  brings  about  oedema  of  the  lungs,  and  it  may 
be  hydro-thorax.  You  have  therefore  a  double  difficulty  again, 
congestion  of  the  lungs  from  backward  pressure,  and  also  the 
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alveoli  filled  with  fluid,  both  conditions  forming  a  barrier  to  the 
entrance  of  air,  so  that  ultimately  you  get  a  high  degree  of 
cyanosis. 

The  treatment  that  I  have  indicated  for  pneumonia  is  some- 
times helpful  here,  and  digitalis,  strychnine,  and  etherial  stimu* 
lants,  such  as  spirits  of  ether,  may  be  employed.  Sometimes  a 
smart  watery  purge  is  useful  ;  and,  occasionally,  aspiration  of 
fluid  from  the  pleura  gives  relief. 

Other  conditions  of  the  heart  may  cause  cyanosis,  as,  for 
instance,  the  fatty  heart,  and  the  dilated  and  feeble  heart  of 
elderly  people.  There  are  also  acute  affections  of  the  heart 
that  accompany  rheumatic  fever  ;  and  when  cyanosis  occurs  in 
a  case  of  pericarditis  or  endocarditis,  but,  I  think,  especially  the 
former,  it  is  a  symptom  of  the  greatest  danger,  because  in  such 
a  condition  it  points  to  the  heart  being  enfeebled  either  by  the 
inflammation  of  the  pericardium  passing  into  the  muscular 
substance  producing  myocarditis,  or  from  the  effect  of  peri- 
cardial effusion  pressing  upon  the  heart ;  and  sudden  collapse 
is  to  be  feared.  In  this  case,  rest  is  all  important.  Take  care 
to  move  the  patient  as  little  as  possible. 

In  aneurism  there  may  sometimes  be  a  condition  of  local 
cyanosis,  and  I  may  include  also  other  thoracic  tumours.  I 
have  here  a  patient,  a  young  man,  who  came  in  suffering  from 
shortness  of  breath.  There  was  bulging  in  the  front  of  his 
chest,  and  I  found  there  was  a  large  intra-thoracic  growth. 
His  face  is  now  cyanosed  a  little  and  there  are  distended  veins 
to  be  seen  over  both  front  and  back  of  his  thorax,  but  when  he 
lies  down  his  face  becomes  distinctly  cyanosed  ;  the  conditions 
here  resulting  from  pressure  upon  the  superior  vena  cava. 

3.  Conditions  affecting  the  nervous  system, — In  spasmodic 
asthma,  which  must  be  r^arded  as  a  neurosis,  you  meet  with 
an  extreme  d^ree  of  cyanosis  during  the  attack.  Alarming 
though  the  symptom  may  be,  it  is  rarely  fatal  during  the 
paroxysm  ;  the  reason  being  that  asthma  probably  attacks 
parts  of  the  lungs  at  one  time,  changing  to  other  areas,  but 
always  leaving  some  part  free.  As  soon  as  the  spasm  is  over 
the  cyanosis  disappears.  One  of  the  most  potent  remedies  is 
paraldehyde,  i  ^  to  2  drachms ;  this  generally  gives  prompt 
relief.  Be  cautious  in  administering  morphia,  it  may  increase 
the  cyanosis. 


Observations  on  Cyanosis  419 

In  whooping-cough  in  children  there  may  be  a  serious 
degree  of  cyanosis ;  the  younger  the  child  the  more  likely 
there  is  to  be  cyanosis  ;  and  the  more  cyanotic  the  child 
the  greater  the  danger. 

In  epilepsy  the  patient  may  get  extremely  cyanotic  in  a  few 
seconds,  and  you  know  that  sometimes  a  patient  dies  in  an 
epileptic  paroxysm  from  arrest  of  the  respiration. 

In  apoplexy  from  cerebral  haemorrhage  cyanosis  is  some- 
times present  In  a  large  cerebral  haemorrhage  the  respiratory 
centre  may  be  affected,  and  either  suddenly  or  more  slowly  the 
patient  may  die  of  asphyxia.  I  have  seen  a  man  choke  before 
my  face  as  if  strangled.  This  is  an  example  of  a  lesion  in  the 
brain  bringing  on  cyanosis.  In  such  a  case  artificial  respira- 
tion may  save  life,  but  rarely. 

Injuries  or  diseases  involving  the  medulla,  or  the  upper  part 
of  the  cord,  as  fractures  of  the  vertebrae  or  bulbar  paralysis, 
may  paralyse  the  respiratory  muscle^.  One  of  the  most  striking 
instances  I  have  seen  lately  in  Ward  28  was  a  young  woman 
who  was  suffering  from  alcoholic  neuritis  affecting  her  hands 
and  arms ;  her  phrenic  nerve  also  became  affected,  with 
resulting  paralysis,  cyanosis  and  death. 

In  tetanus,  also,  the  respiratory  muscles  may  be  paralysed, 
with  resulting  cyanosis. 

Had  time  permitted  I  should  like  to  have  referred  to  con- 
ditions of  the  kidneys  producing  cyanosis,  and  before  closing 
I  must  just  refer  to  two  conditions  not  coming  under  the  head- 
ings already  discussed. 

1.  Cyanosis  in  fever,  as  typhoid  or  typhus,  is  of  evil  omen, 
bespeaking  some  heart  failure. 

2.  Cys^nosis  produced  by  the  incautious  administration  of 
certain  drugs,  more  particularly  those  of  the  coal  tar  group — 
antipyrin,  antifebrin,  etc.,  also  guaiacol.  These  sometimes 
bring  on  a  d^ree  of  cyanosis  alarming  to  see,  and  sometimes 
fatal.  Some  attribute  this  to  the  action  of  these  drugs  on 
haemoglobin,  others  to  their  depressing  the  heart  I  believe 
both  causes  contribute.  I  would,  therefore,  where  you  are 
inclined  to  bring  down  the  temperature  in  acute  illnesses,  such 
as  pneumonia,  influenza,  or  typhoid,  recommend  you  to  pause 
before  employing  an  antipyretic.      You  may  bring  on  cyanosis. 
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'  THREE  CASES  OF  CHELOID 

By  DAVID  M.  GREIG,  CM.,  F.R.C.S.Ed., 
Surgeon  to  the  Royal  Infirmary,  Dundee 

The  following  cases  of  cheloid  present  nothing  very  unusual, 
but  serve  to  illustrate  several  interesting  points  in  connection 
with  the  disease.  The  first  case  was  that  of  a  little  girl  of  two 
years  old  who  was  sent  to  me  some  time  ago  by  Dr  J.  W. 
Miller,  of  Dundee,  on  account  of  a  "  warty  condition  "  about 
the  lower  abdomen  and  thighs.  The  history  was  that  the 
child  had  recently  recovered  from  an  attack  of  scarlet  fever, 
and  towards  the  close  of  her  convalescence  had  an  attack  of 
herpes  zoster.  The  distribution  of  the  herpes  corresponded 
somewhat  to  that  of  the  ilio  inguinal  nerves.  After  passing 
through  the  usual  st^es  the  herpetic  pustules  cicatrised,  and 
about  two  weeks  later  the  cicatrices  gradually  assumed  the 
cheloid  condition  presented  when  I  saw  her.  Without  the 
history  of  previous  herpes  the  condition  was  rather  a  puzzling 
one.  There  were  a  series  of  several  flat,  sessile  tubercles,  firm 
and  slightly  paler  than  the  surrounding  skin.  Two  or  three  of 
these  were  on  the  inner  side  of  the  right  thigh  and  some  half- 
dozen  on  the  left,  all  a  little  way  below  the  genital  fold  ;  and 
on  the  left  side  also  there  were  two  or  three  on  the  abdomen 
close  to  the  inguinal  ring.  The  nodules  were  small  and 
isolated,  and  there  was  an  absence  of  any  claw-like  projections. 
The  second  case  occurred  in  a  man  of  sixty,  a  fireman  and 
gardener.  He  had  a  thick,  coarse,  greasy  skin,  much  ingrained 
with  dirt,  especially  under  the  hair  on  the  face  and  neck,  for  he 
did  not  shave.  Two  years  previously  he  had  had  an  abscess 
opened  at  the  site  of  the  present  growth,  which  he  thinks  began 
by  his  carrying  heavy  weights  on  his  shoulder.  It  g^ve  him 
no  trouble  till  about  six  weeks  previous  to  his  coming  under 
my  observation,  when  it  inflamed  and  became  painful.  His 
condition  then  was  that  there  was  an  elongated  induration  ex- 
tending under  the  jaw  from  the  middle  line  to  near  the  angle 
of  the  jaw.  It  was  only  moderately  hard,  was  raised  above  the 
surrounding  skin,  irregular  and  tending  to  be  pustular  at  its 
margins,  and  at  one  place  forming  a  small  cutaneous  abscess. 
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It  was  not  attached  to  the  deeper  structure,  and  here  and  there, 
especially  at  its  margins,  presented  clumps  of  hairs,  with  some 
tendency  to  suppuration  about  their  roots.  Five  times  within 
the  next  five  months  I  scraped  or  cut  away  the  neoplasm,  with 
the  result  of  a  healthy,  if  somewhat  raised  cicatrix.  There 
were  no  distinct  claw-like  projections,  and  in  the  scraping 
several  suppurating  points  were  discovered  each  time. 

The  third  case  was  that  of  a  man  of  forty-eight  years,  who, 
a  year  before  he  sought  advice,  had  discovered  a  small,  hard 
nodule  on  the  neck  a  little  below  the  angle  of  the  jaw.  It  was 
hard,  pink,  raised  abruptly  above  the  skin  level,  and  had  distinct 
claw-like  projections  running  out  from  it  in  all  directions.  Epi- 
lation had  been  practised  early  in  the  disease,  presumably 
around  the  nodule,  because  no  hairs  grew  on  it,  with  no  effect 
The  nodule  had  increased  in  size  till  it  was  as  large  as  a 
shilling,  and  the  claw-like  bands  prevented  free  movement  of 
the  head  and  neck.  The  nodule  was  then  excised,  the  wound 
healed  by  granulation,  and  the  cheloid  returned  worse  than 
before  as  the  cicatrix  reformed.  Seven  months  later  the 
cheloid  was  again  excised,  and  was  grafted  by  Thiersch's 
method,  the  epidermis  for  this  purpose  being  taken  from  the 
front  of  the  thigh.  The  grafting  was  not  very  successful  and 
the  cheloid  returned  as  soon  as  the  wound  healed,  and  not  only 
that,  but  the  site  of  the  removal  of  epidermis  from  the  thigh 
took  on  cheloid  action  also,  though  here  the  claw-like  projections 
were  not  very  marked.  The  latter  growth,  however,  gave  him  a 
good  deal  of  trouble  froni  pressure  on  the  nerve  endings  in  the 
skin,  and  the  pain  was  only  alleviated  by  the  application  of  lead 
and  opium  lotion  as  a  moist  dressing.  No  application  or 
medicine — including  a  prolonged  course  of  thyroid  tabloids — 
seemed  to  have  any  effect  on  the  cheloid,  and  after  a  year's 
ineffectual  efforts  all  treatment  was  abandoned.  Five  years 
have  elapsed  since  then,  and  gradually  the  condition  has  im- 
proved, so  that  the  cheloid  on  the  thigh  has  entirely  disap- 
peared, and  that  on  the  neck  has  much  diminished  in  size. 

The  first  of  these  cases  is  uncommon,  because  it  is  rare  for 
cheloid  to  attack  the  scars  of  herpes  zoster,  and  an  accurate 
diagnosis  depends  on  our  having  elicited  a  full  history  of  the 
case.  Cheloid  may  attack  any  scars,  and  there  is  no  reason 
why  herpes  zoster  should  be  exempt  when  cheloid  is  known  to 
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occur  in  the  scars  of  smallpox,  acne,  etc  The  second  case  is 
one  of  what  Mr  Jonathan  Hutchinson,  in  his  Archives  of  Sur- 
gery for  July  1 899,  describes  as  **  Sycosis  cheloid."  There  is 
no  doubt  as  to  the  tendency  to  pustulation  in  such  cheloids, 
and  I  doubt  if  in  my  case  the  abscess  two  years  before  had 
anything  to  do  with  the  later  disease.  It  differs  from  ordinary 
cheloid  also  in  being  softer,  less  cicatricial-looking,  and  from  its 
enclosing  tufts  of  hair ;  and  it  is  round  the  roots  of  these  that 
the  suppuration  occurs.  The  curability  of  this  form  of  cheloid 
by  scraping,  cutting,  or  the  cautery,  makes  it  differ  from  the 
more  common  form  of  the  disease. 

The  third  case  shows  well  the  intractibility  of  the  common 
cheloid  to  treatment,  and  how  fresh  wounds  in  other  parts 
of  the  body  tend  to  take  on  a  cheloid  hyperplasia  of  the 
scars.  It  shows  also  how  such  cases  in  time  tend  to  re- 
solution, and  the  fact  that  in  this  case  the  larger  wound  on 
the  thigh  was  the  first  to  disappear  leads  one  to  ask,  "Is 
a  cheloid  which  does  not  involve  the  whole  thickness  of 
the  skin  or  which  does  not  start  in  its  deeper  layers  likely 
to  disappear  more  rapidly  than  one  affecting  the  whole 
skin  ?  "  There  seems  to  be  a  constitutional  tendency  in  these 
cases  to  the  production  of  cheloid,  and  fresh  scars  mean  fresh 
cheloid.  But  this  is  not  always  the  case,  for  though  sometimes, 
as  in  a  case  of  a  burn  on  the  back  of  the  hand  which  I  recently 
had  under  my  care,  every  particle  of  scar  tissue  becomes 
cheloid,  yet  I  have  just  now  in  my  wards  a  woman  who 
was  burned  with  sulphuric  acid  and  only  part  of  the  extensive 
scarring  has  assumed  cheloid  characters.  There  is  no  doubt 
that  wounds  healing  badly  and  presenting  much  irritation  in 
some  stage  of  their  history  are  more  likely  to  become  cheloid 
than  others,  and  hence  the  rarity  of  cheloid  in  wounds  healing 
by  first  intention.  In  ordinary  cheloid,  the  tendency  to  re- 
currence makes  one  shy  of  operating,  but  in  some  cases  in 
which  there  is  much  pain  in  the  scars  it  is  necessary  to 
do  something.  In  these  cases  excision  of  the  cheloid  should 
be  practised  if  one  can  see  any  likelihood  of  so  approximating 
the  edges  of  the  fresh  wound  as  to  get  union  by  first  intention, 
and  if  this  is  obtained,  even  if  the  cheloid  returns,  we  have 
substituted  a  comparatively  small  and  linear,  for  a  broad, 
troublesome,  and  unsightly  one. 
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TWO  HEART  CASES 

I.  Acute  Endocarditis  treated  by  Antistreptococcus  Serum 
II.  Mitral  and  Tricuspid  Stenosis  and  Incompetence,  etc 

By  WILLIAM  RUSSELL,  M.D.,  F.R.C.P.Ed., 
Assistant  Physician  to  the  Royal  Infirmary,  Edinburgh 

•Case  I. — Wm.  C,  aet  32,  gardener,  married,  was  admitted  into 
the  Royal  Infirmary  8th  September  1899,  complaining  of  pain 
in  joints,  especially  the  left  elbow.  He  had  been  ill  for 
a  month,  and  there  had  been  little  improvement,  although 
under  continuous  medical  attendance.  His  family  history 
was  unimportant.  His  personal  history  was  good — he  was 
almost  an  abstainer,  and  he  did  not  smoke.  At  work  he 
was  exposed  to  all  weathers.  He  had  never  been  ill  until 
his  present  illness  seized  him. 

Present  illness  began  a  month  before  admission  with 
bleeding  from  nose,  which  was  rather  persistent.  Two  days 
after  that,  after  sitting  by  the  fire,  he  found  that  he  was  very 
stiff  all  through  his  body.  The  pains  were  at  first  in  the 
bones,  then  in  the  joints.  He  took  "  sweating  powders " 
without  advantage,  and  he  was  worse  next  morning.  The 
doctor  who  was  called  in  ordered  the  knees  to  be  painted, 
these  being  the  first  joints  which  began  to  swell.  There 
were  profuse  perspirations  and  sometimes  shiverings.  The 
pain  was  always  worse  in  the  arms  than  in  the  legs.  The 
pains  disappeared  in  about  a  week,  leaving  the  joints  feeling 
stiff.  He  was  kept  in  bed  all  the  time.  His  appetite  was 
poor  ;   he  vomited  repeatedly,  and  the  bowels  were  costive. 

Condition  on  admission, — He  was  sweating  profusely  ;  he 
was  flushed  and  felt  hot  ;  the  temperature  was  I02*6.  The 
left  elbow  was  swollen  and  very  tender ;  the  other  joints 
were  stiff,  but  not  tender.  The  patient  was  a  rather  short, 
thick-set  man,  in  good  condition  ;  there  was  no  cyanosis, 
jaundice,  anaemia,  or  oedema. 

Circulatory  system, — Pulse  86,  regular,  large,  soft  and  di- 
crotic ;  vessel  wall  not  thickened.  Heart — The  apex  beat  was 
in  the  5th  space,  i  inch  inside  nipple  line,  and  was  very 
feeble.  The  percussion  showed  the  boundary  of  the  organ 
to    be    fairly    normal.       On    auscultation    there    was    a    soft 
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systolic  murmur  at  the  apex.  At  the  base  the  aortic 
second  was  pure  but  accentuated.  In  the  pulmonary  area 
the  first  sound  was  impure  and  the  second  reduplicated. 

Respiratory  system, — The  physical  signs  in  this  system 
had  no  special  bearing  on  the  case,  and  need  not  be  given 
in  detail. 

Alimentary  system. — The  appetite  was  poor,  and  he  often 
vomits  after  food,  and  even  after  fluids.  No  desire  for  food 
Bowels  costive.  There  was  some  tenderness  in  the  epigastrium, 
and  the  area  of  the  tympanicity  was  increased.  There  was 
some  gastric  dilatation.  The  liver  dulness  was  normal,  and 
the  splenic  dulness  was  ill-defined. 

Diagnosis  and  treatment, — The  diagnosis,  when  admitted, 
was  rheumatic  fever,  and  the  patient  was  put  on  salicylate  of 
soda,  grains  xx,  every  four  hours.  The  condition  of  the  heart 
was  such  as  is  often  met  with  in  acute  rheumatism  without 
endocarditis,  and  it  was  hoped  that  this  would  be  the  case  here. 
On  the  8th,  9th  and  loth,  the  temperature,  as  can  be  seen  on 
the  chart,  fell  from  103*4°  to  about  loi^  and  the  case  promised 
to  run  an  ordinary  course  ;  but  on  the  night  of  the  loth  it  again 
ran  up  to  103°.  On  the  12th,  the  salicylate  was  reduced  to 
grains  x  every  six  hours;  on  the  14th,  it  was  increased  to 
grains  xx  every  six  hours  ;  on  the  1 6th,  it  was  further  increased 
to  grains  xx  every  two  hours.  As  will  be  seen  from  the  chart, 
this  latter  quantity  had  a  restraining  influence  on  the  tempera* 
ture,  it  being  two  degrees  lower  than  it  had  been  with  smaller 
doses,  but  it  continued  to  show  a  daily  rise  to  loi**  or  more. 
From  the  course  the  patient's  illness  was  running,  I  had  by  this 
time  no  doubt  that  there  was  acute  endocarditis  consequent 
upon  the  rheumatic  fever.  My  reasons  for  this  diagnosis  may  be 
summarised  as  follows :  the  acute  rheumatism  had  been  treated 
successfully  with  salicylate  of  soda,  so  far  as  joint  symptoms  were 
concerned,  but  notwithstanding  this  the  temperature  continued 
high  with  marked  daily  remissions  ;  the  patient  perspired  pro- 
fusely ;  he  looked  ill,  prostrated  and  apathetic.  In  fact^ 
his  general  appearance  suggested  a  possibility  of  typhoid,  but 
this  was  excluded  by  testing  the  blood  by  Widal's  method. 
There  was  no  albuminuria  and  there  was  no  evidence  of  any 
other  local  condition  being  present  to  explain  the  temperature. 
Under  such   circumstances   as   these,   the  diagnosis    of  acute 


Acute  Endocarditis  42s 

endocarditis  can  be  safely  made.     The  pulse  rate  in  this  case 

is  worthy  of  note  ;     it  was 

seldom  above  i  oo  and  more 

commonly  was  about  90.    In 

my  experience,  the  majority 

of  cases  of  acute  endocarditis 

have  a  pulse  rate  over  100, 

but  I  have  seen  one  or  two 

cases  within   recent  months 

where,  notwithstanding  avery 

acute  endocarditis,  the  pulse 

rate  did  not  exceed  lOO.     It 

may  be  pointed  out  that  the 

varying    dose    of    salicylate 

did  not  materially  affect  the 

pulse    rate ;     in     fact,     the 

moderate    increase    tn     the 

pulse  rate  on  admission  and 

before  we  gave  salicylate  was 

a  favourable  symptom.    This 

matter  of  pulse  rate   1  used 

to  consider  of  great  value  in 

distinguishing  between  acute 

endocarditis      and     typhoid 

fever,  but    I    do    not    now 

place  the  same  reliance  upon 

it.      If  there   is   doubt,  and 

there  sometimes  is  difficulty 

in    the    diagnosis,    Widal's 

serum  test  is  of   invaluable 

assistance.     The  accuracy  of 

the    diagnosis    in    this  case 

became  more  assured,  for  in 

due  time  an  aortic  systolic 

and  then  an  aortic  diastolic 

murmur  developed. 

By  September  2 1st,  as 
there  was  no  improvement  in 
the  condition,  I  decided  to 
stop  the  saKcylate  and  administer  antistreptococcus  serum.    On 
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tthis  date  i  ex,  of  Burroughs,  Wellcome  &  Company's  serum  was 
injected  in  the  morning  and  at  nighty  and  on  the  22nd  a  similar 
quantity.  There  was  no  marked  reaction  of  any  kind,  but  it 
was  thought  that  the  patient  was  rather  more  apathetic,  and  no 
more  was  given  until  the  25th,  when  we  resumed  giving  it  in 
doses  of  O'S  ex.  daily  for  five  days,  after  which  it  was  stopped. 
The  patient  became  more  dull,  drowsy,  and  sleepy-looking,  and 
there  was  slight  cyanosis.  He  slept  a  good  deal  during  the 
day.  These  indications  seemed  to  point  to  an  increase  in  the 
toxaemia  without  any  counterbalancing  advantage,  so  I  did  not 
think  it  worth  while  to  push  the  serum  treatment  further. 
There  was  also  a  decided  change  in  the  temperature  curve,  as 
seen  in  the  chart ;  the  maximum  was  2**  higher  and  it  did 
not  fall  below  100*',  whereas  formerly  it  had  touched  normal 
almost  daily  at  some  part  of  the  twenty-four  hours.  The  con- 
dition remained  much  the  same  until  the  3rd  of  October,  when 
he  was  seized  with  a  severe  attack  of  dyspnoea  in  the  afternoon, 
which  the  resident,  Dr  Gibbs,  relieved  by  hypodermic  injection  of 
ether.  That  evening  he  was  showing  evident  signs  of  exhaustion. 
He  spent  a  bad  night,  obtaining  little  sleep.  He  was  prostrate  and 
cyanosed,  with  cold  extremities  in  the  morning,  and  the  dyspnoea 
continued.  Early  in  the  afternoon  he  had  a  sudden  attack  of 
increased  dyspnoea,  which  proved  fatal  in  a  few  minutes. 

Post-mortem  examination,  —  Thorax  —  There  were  28 
ounces  of  clear  fluid  in  the  left  pleural  cavity  and  33  ounces 
in  the  right,  and  about  2  ounces  in  the  pericardial  sac. 
Heart- — There  were  a  few  petechial  haemorrhages  on  the 
exocardium.  There  was  black  and  pale  gelatinous  clot  in 
all  the  heart  chambers.  The  aortic  cusps  were  markedly 
incompetent.  The  cone  diameters  of  the  various  orifices 
were — aorta,  '8  ;  pulmonary  artery,  10 :  mitral,  i'2  5  ; 
tricuspid,  17.  The  cone  diameter  of  the  aorta  was  affected 
by  the  presence  of  a  great  mass  of  vegetations  on  the  left 
and  right  anterior  cusps  which  projected  from  these  s^ments. 
The  posterior  cusp  was  not  affected.  The  vegetations  were 
spongy  and  evidently  recent.  The  left  anterior  cusp  was 
eroded,  forming  what  is  known  as  a  valve  aneurism ;  in 
addition  to  this  it  communicated  at  the  base  of  the  s^ment 
with  a  cavity  in  the  wall  of  the  left  ventricle,  large  enough  to 
admit  the  tip  of  the  fore-finger.     This  cavity  was  filled  with 
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recent  black  clot  in  its  deeper  part,  while  its  upper  part  was 
occupied  by  part  of  the  mass  of  vegetations  attached  to  the 
aortic  cusp.  The  cavity  had  at  least  in  part  a  smooth  wall, 
and  formed  what  is  known  as  a  cardiac  aneurism.  A  small 
area  of  vegetations  was  present  on  the  endocardium  of  the 
ventricle  just  below  the  posterior  aortic  segment  The  left 
ventricle  was  somewhat  dilated  and  thickened.  Other  points 
noted  were  unimportant  The  lungs  were  congested  or 
oedematous  in  different  parts.  The  liver  was  nutmeg.  The 
spleen  contained  a  number  of  small  infarctions  varying  in 
colour.  The  kidneys  showed  cloudy  swelling,  and  there  was  a 
small  infarction  in  each. 

Remarks, — The  changes  at  and  near  the  orifice  of  the  aorta 
were  so  great  that  recovery  was  out  of  the  question.  Even 
with  large  masses  of  vegetation,  recovery  may  take  place, 
.but  when  valvular  and  cardiac  aneurism  are  also  present,  the 
case  is  hopeless.  The  presence  of  such  advanced  changes  can- 
not be  diagnosed,  and  had  we  been  unsuccessful  in  obtaining 
permission  to  examine  the  body  after  death,  the  case  might 
have  been  regarded  as  one  in  which  serum  treatment  had 
utterly  failed.  But  I  do  not  think  this  is  the  true  lesson  of  the 
case.  I  regard  it  rather  as  an  exceptionally  severe  one  in  the 
degree  of  local  destruction  which  was  found,  such  a  degree  in 
fact  that,  could  we  have  known  it,  we  would  have  saved  our 
serum.  Another  lesson  which  the  case  suggests  is  that  the 
treatment  might  have  been  resorted  to  earlier.  The  patient 
was  ill  for  a  month  before  he  came  to  us,  and  we  allowed 
13  days  to  pass  before  having  recourse  to  the  serum. 
This  of  course  raises  the  whole  question  of  serum  treatment 
in  these  cases ;  and  in  the  consideration  of  it,  it  has  to  be  borne 
in  mind  that  many  cases  of  acute  endocarditis  recover  spontan- 
eously. Some  cases  are,  however,  so  clearly  of  a  grave  or  severe 
type  that  I  would  be  disposed  to  make  it  a  rule  to  have  early 
recourse  to  serum  treatment  in  them.  A  case  of  that  kind  I 
saw  several  times  with  Dr  Cormack  Smith  and  Dr  Taylor 
Grant  (who  was  acting  for  Dr  Smith)  a  few  months  ago.  The 
patient  was  a  female,  and  her  general  condition  was  much  worse 
than . Wm.  C.'s.  On  my  advice  she  was  treated  with  antistrep- 
tococcus  serum,  and  she  made  an  excellent  recovery ;  and  I 
have  little  doubt  that  the  treatment  played  a  large  part  in  tlie 
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result  As  the  diagnosis  of  acute  endocarditis  becomes  more 
general,  we  shall  have  more  data  on  which  to  rely  in  forming  a 
judgment  as  to  the  place  serum  therapeutics  ought  to  occupy 
in  its  treatment  From  the  chart  it  will  be  noted  that  during 
the  period  embraced  by  the  serum  administration,  there  was  a 
distinct  change  in  the  temperature  curve  as  already  noted. 
The  temperature  was  taken  every  four  hours,  and  the  chart 
given  here  is  constructed  by  taking  the  highest  and  the 
lowest  points  in  each  24  hours. 

Case  II. — ^James  D.,  aged  23,  single,  hairdresser ;  had  been 
in  hospital  before,  but  was  readmitted  on  29th  August  1899, 
and  was  known  to  be  a  severe  cardiac  case. 

Condition  on  admission, — The  patient  arrived  in  a  very 
critical  condition,  collapsed  and  seemingly  dying.  There  was 
great  anasarca,  and  the  abdomen  was  enormously  distended. 
The  breathing  was  laboured,  and  the  face  was  of  a  dusky, 
pallid  hue.  He  sat  up  in  bed,  being  unable  to  He  down ;  the 
eyes  were  half  shut,  and  the  speech  difficult  Dr  Gibbs,  the 
resident  physician,  in  view  of  the  gravity  of  his  condition, 
treated  him  promptly.  He  was  stimulated,  and  the  abdoaien 
was  at  once  tapped,  160  oz.  being  withdrawn.  This  gave 
relief,  and  broadened  the  life  margin.  The  heart  was  beating 
wildly,  and  produced  a  thrill  over  the  whole  abdomen,  while 
during  inspiration  a  splashing  sound  was  produced  in  the 
stomach.  The  legs,  chest,  back  and  face  were  cedematous  ;  the 
lungs  were  cedematous,  but  there  was  no  pleural  effusion.  The 
pulse  beat  128  per  minute,  and  was  feeble,  unequal  and 
irregular.     The  extremities  were  cold. 

Heart, — There  was  marked  and  vigorous  precardial  pulsa- 
tion, the  cardiac  action  shaking  the  whole  chest,  and  the  head 
was  participating  in  the  movement  The  precardial  impulse 
was  most  marked  in  the  4th,  5th  and  6th  left  spaces, 
where  it  was  undulatory  in  character.  The  apex  impulse  was 
in  the  6th  space  half  an  inch  outside  the  anterior  axillary 
line.  In  the  parostemal  line  the  heart  dulness  was  as  high  as 
the  second  space.  The  outer  limit  of  dulness  at  the  apex 
was  6\  inches  from  midsternum.  There  was  a  loud  rough 
systolic  murmur  heard  all  over  the  precardia,  especially  loud 
n   the   mitral   and   tricuspid    areas.     The    pulmonary  second 
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sound  was  varying  in  character.  There  was  no  diostolic 
murmur. 

Respiratory  system. — There  was  marked  dyspnoea,  but  no 
cough.  There  were  a  few  crepitations  at  both  bases  posteriorly, 
but  there  was  no  evidence  of  even  slight  pleural  effusion. 

Other  organs. — The  liver  was  enlarged  and  somewhat 
tender ;  the  stomach  was  dilated. 

Treatment, — He  was  treated  with  digitalis,  strophanthus, 
and  diuretin  at  different  times  and  with  varying  results,  the 
details  of  which  need  not  be  recorded  here.  The  treatment 
which  above  all  gave  most  relief,  was  the  withdrawal  of  fluid  by 
means  of  Southey's  cannulas  inserted  in  the  leg,  and  repeated 
tapping  of  the  abdomen. 

On  the  1 8th  September  I  dictated  the  following  note 
of  the  examination  of  the  heart  Precardial  pulsation  was 
present  in  the  3rd,  4th,  5th,  and  6th  spaces  to  the  left  of 
the  sternum,  and  extended  outwards,  in  the  last  of  these,  to 
4  inches  beyond  the  nipple  line  and  y\  inches  from  mid- 
sternum.  The  maximum  impulse  at  the  apex  was  in  the 
6th  space,  4  inches  external  to  the  nipple  line,  and  this 
practically  corresponded  with  the  outer  limit  of  cardiac  dulness 
at  this  point.  On  palpation  there  was  a  somewhat  diffuse 
thrill  over  the  precardia,  which,  on  more  careful  manipulation, 
revealed  the  following  facts : — At  the  apex  there  was  a  well 
marked  systolic  thrill  which  became  much  less  distinct,  if 
it  did  not  quite  disappear,  as  the  hand  was  moved  from 
the  apex  towards  the  right,  and  it  again  became  very  well 
marked  2  inches  from  the  left  edge  of  the  sternum  in 
the  3rd  and  4th  spaces.  The  point  of  maximum  thrill  was 
in  the  4th  space,  2  inches  from  the  left  sternal  edge  and 
\\  inches  internal  to  the  mammary  line.  This  thrill  was 
on  many  occasions  perceptible  in  the  sth  space  also.  The 
thrill  corresponded  with  the  area  of  maximum  visible  pulsation 
in  the  three  spaces  mentioned.  On  this  particular  day  the 
thrill  felt  very  superficial  in  the  3rd  and  4th  spaces,  and 
my  hand  seemed,  in  addition,  to  differentiate  a  very  short 
diastolic  thrill  in  this  situation.  On  auscultation  the  following 
facts  were  noted  : — At  the  apex  there  was  a  rough  toned 
systolic  murmur  which  became  distinctly  fainter  on  moving 
towards   the    sternum,    and    again    gained    in    intensity    and 
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roughness  over  the  area  of  pulsation  in  the  3rd  and  4th 
spaces,  and  thus  corresponded  with  the  areas  of  maximum 
thrill ;  in  the  same  position  there  was  a  distinct  diastolic 
murmur.  The  systolic  murmur  became  fainter  and  distant 
in  character  when  listened  for  over  the  manubrium.  When 
the  patient  was  admitted,  and  on  many  other  occasions  when 
the  heart  was  examined,  there  was  no  diastolic  murmur  or 
diastolic  thrill.  In  addition  to  the  foregoing  phenomena, 
there  was  also  marked  irregularity  and  apparent  reduplication 
of  all  the  sounds — in  fact,  the  precise  interpretation  of  every 
sound  was  rather  a  matter  of  surmise  than  of  unquestionable 
interpretation.  The  patient  became  gradually  worse,  and  died 
on  29th  September. 

Remarks, — This  case  was  in  various  respects  uncommon, 
and  presented  some  difficulties ;  but  the  steps  by  which  we 
arrived  at  a  correct,  if  not  an  absolutely  complete,  diagnosis 
may  be  indicated.  The  recognition  of  the  fact  that  the 
systolic  thrill  had  two  areas  of  intensity  afforded  the  key  to 
the  heart  condition — the  areas  of  intensity  were  the  apex  and 
the  tricuspid  area,  and  the  thrill  was  systolic  in  time.  Now  a 
thrill  is  not  caused  at  the  mitral  or  the  tricuspid  orifices  by 
mere  incompetence ;  it  is  an  indication  that  the  orifices  are 
stenosed  by  adhesion  of  the  valve  segments.  There  was, 
therefore,  to  my  mind  quite  clearly  mitral  and  tricuspid 
stenosis.  There  was  on  auscultation  a  systolic  murmur  hav- 
ing two  areas  of  intensity,  one  at  the  apex,  the  other  in  the 
tricuspid  area,  therefore  there  was  mitral  and  tricuspid  incom- 
petence. The  changes  which  produce  stenosis  are  such  that 
incompetence  is  unavoidable.  This  is  a  recognised  fact  It 
is  also  well  known  that  stenosis  is  often  present  without  pre- 
systolic murmur,  so  the  absence  of  it  did  not  seriously  hamper 
the  diagnosis.  From  the  extent  of  precardial  pulsation  caused 
by  the  right  ventricle,  it  was  clear  that  the  right  side  of  the 
heart  was  greatly  enlarged,  so  that  the  tricuspid  stenosis  could 
not  be  extreme.  There  was  but  little  pulmonary  congestion, 
indicating  that  the  lesions  at  the  mitral  and  tricuspid  orifices 
balanced  each  other,  a  fact  which  I  have  noted  in  similar  cases. 
At  the  same  time  there  was  great  engorgement  of  the  systemic 
system  as  indicated  by  great  anasarca.  It  was  thus  apparent 
that  it  was  the  right  heart  which  had  specially  failed.     These 
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were  the  steps  by  which  the  diagnosis  was  reached ;  but  it 
must  be  further  stated  that  the  possibility  of  pulmonary 
stenosis  being  the  cause  of  various  of  the  most  marked  pheno- 
mena had  to  be  considered.  This  was  forcibly  suggested  on 
several  occasions  when  the  thrill,  as  it  did  oftener  than  once, 
became  more  localised  and  very  superficial  in  character,  and 
when  a  diastolic  murmur  became  audible  in  the  same  region. 
But  while  recognising  a  possible  error,  the  extent  of  the  thrill 
and  the  point  of  its  maximum  intensity  seemed  to  me  to 
support  the  tricuspid  view.  In  view  of  the  post-mortem 
examination,  it  is  curious  that  there  was  not  always  present 
a  distinct  and  marked  diastolic  murmur  of  aortic  origin.  The 
diastolic  murmur  to  which  reference  has  been  made  in  the 
report,  appeared  to  me  to  be  of  pulmonary  artery  origin,  and 
to  belong  to  the  rare  cases  of  pulmonary  regurgitation,  from 
heightening  of  pressure  within  that  vessel. 

The  condition  of  parts  as  revealed  by  post  mortem  examina- 
tion was  as  follows : — The  heart  was  enormously  distended^ 
and  its  cavities  full  of  blood.  Only  the  right  heart  was  in 
contact  with  the  chest  wall ;  and  a  needle  inserted  in  the  left 
mammary  line  in  the  fifth  space  pierced  the  organ  one  inch  to 
the  right  of  the  intraventricular  septum.  I  was  unfortunately 
not  present  at  the  autopsy,  and  there  is  no  record  of  the  posi- 
tion of  the  pulmonary  artery  to  the  chest  wall.  The  aortic 
cusps  were  markedly  incompetent,  and  the  pulmonary  were  very 
slightly  so.  The  cone  diameters  of  the  orifices  were — pul- 
monary artery  ro,  aortic  '85,  mitral  I'l,  tricuspid  ic  There 
was  a  little  fibroid  thickening  of  the  free  and  the  attached 
margins  of  the  pulmonary  cusps.  The  aortic  valves  showed 
chronic  fibroid  thickening,  with  calcareous  deposit  along  their 
free  mai^ns,  and  the  segments  were  adherent  to  one  another, 
leaving  a  stellate  orifice.  The  mitral  cusps  showed  chronic 
fibroid  thickening  and  were  adherent  to  each  other,  the  cardse 
tendineae  and  the  apices  of  the  papillary  muscles  were  fibroid,, 
and  the  former  were  shortened.  The  degree  of  stenosis  was 
not  great  The  tricuspid  segments  were  united  to  one  another,, 
forming  a  ring  which  only  admitted  the  tip  of  two  fingers, 
and  the  cusps  were  thickened  and  fibroid.  The  left  ventricle 
was  dilated  and  its  wall  thickened  ;  the  right  ventricle  was 
dilated ;    both    auricles    were    dilated    and    thickened.      The 
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abdominal  organs  showed  chronic  venous  congestion.  The 
lungs  showed  old  pleural  adhesions  and  chronic  venous 
congestion. 
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Albert  and  Schnitzler  (58)  published,  in  1894,  some  obser- 
vations in  connection  with  so-called  brain  pressure.  When  the 
intracranial  piessure  is  increased  there  are  many  ways  by 
which  the  cerebro-spinal  fluid  can  flow  away,  and  especially 
along  the  sheaths  of  the  cranial  nerves.  This  is  shown  in  the 
following  manner.  If,  after  the  removal  of  the  bulb  of  the  eye, 
a  cannula  is  laid  in  the  sheath  of  the  optic  nerve,  the  fluid,  as  a 
rule,  flows  away  in  drops,  but  when  the  intracranial  pressure  is 
increased  there  is  a  steady  stream.  When  the  increased  pres- 
sure is  produced  artificially  it  is  found  that  at  first  the  brain  is 
compressed  locally,  then  generally  ;  the  blood  is  pressed  from 
the  veins,  and  the  cerebro-spinal  fluid  from  the  subarachnoid 
space.  Then  the  vessels  are  narrowed,  especially  the  veins  and 
capillaries ;  eventually  there  is  no  flow  whatever  from  the 
veins. 

Reiner  and  Schnitzler  (64)  made  experiments  by  injecting 
fluid  into  the  subarachnoid  space  and  examining  the  blood  in 
the  jugular  vein.  With  injection  of  salt  solution  there  was  an 
increase  of  the  flow  from  the  vein,  and  when  ferrocyanide  solu- 
tion was  used  it  was  found  to  flow  over  directly  into  the  veins. 
The  passage  from  the  lymph  spaces  into  the  veins  probably 
does  not  take  place  through  the  Pacchionian  bodies,  as  it  occurs 
in  puppies  where  these  do  not  exist 

Undoubtedly  the  most  important  contributions  in  recent 
years  to  this  subject  have  been  those  of  Leonard  Hill  (66,  67, 
68,  73).  He  experimented  on  dogs  and  estimated  the  arterial, 
the  venous,  and  the  intracranial  pressures.  His  method  of 
estimating  the  latter  was  by  making  a  trephine  hole  in  the 
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skull  into  which  a  steel  tube  was  screwed.  Within  this,  and 
fixed  to  it,  was  a  brass  tube,  over  the  end  of  which  was  a  piece 
of  indiarubber,  which  on  introduction  lay  against  the  surface  of 
the  dura.  The  brass  tube  was  continuous  with  a  glass  tube  of 
small  bore,  and  this,  again,  with  a  T-shaped  tube,  one  end  df 
which  was  connected  with  a  pressure  bottle  and  the  other  with  a 
mercury  manometer.  The  whole  apparatus  was  filled  with 
water,  and  a  bubble  of  air  was  introduced  within  the  glass  tube 
to  act  as  an  index.  "  Before  the  apparatus  is  screwed  into  the 
steel  tube  the  normal  no-pressure  position  of  the  air-index, 
when  the  tube  is  held  horizontally  and  the  membrane  flat,  is 
marked  on  the  glass  tube."  When  the  tube  is  screwed  in,  the 
air  index,  which  is  at  first  forced  out,  is  again  brought  to  nor- 
mal position  by  raising  the  bottle,  />.,  "  the  brain  which  is 
slightly  bulged  outwards  by  the  intracranial  pressure,  is  forced 
into  that  flattened  position  which  it  naturally  must  assume 
against  the  closed  cranial  wall."  "  The  elevation  of  the  mano- 
meter, by  this  method,  gives  one  the  normal  intracranial  ten- 
sion. The  pressure  of  the  cranial  contents  against  the  skull 
wall  is  exactly  balanced,  and  the  skull  becomes  once  more  a 
closed  cavity."  This  air  index  was  observed  to  exhibit  cardiac 
and  respiratory  movements,  and  these  movements  are  possible 
from  the  ebb  and  flow  of  cerebro-spinal  fluid,  and  from  the 
compression  and  dilatation  of  the  cerebral  veins.  The  venous 
pressure  was  got  by  trephining  over  the  torcular^  and  immedi- 
ately inserting  a  brass  tube  filled  with  solution  of  magnesium 
sulphate  and  connected  with  a  water  manometer.  It  is  neces- 
sary, then,  to  take  into  consideration  three  factors,  (i)  the 
general  arterial  pressure,  (2)  the  general  venous  pressure,  and 
(3)  the  intracranial  pressure.  The  intracranial  pressure  is 
found  to  correspond  with  the  pressure  inside  the  intracranial 
venous  sinuses ;  the  cerebro-spinal  fluid  is  not  secreted  at  a 
higher  pressure  than  that  inside  the  cerebral  veins.  Every- 
thing which  increases  the  general  venous  pressure,  then,  in- 
creases the  intracranial  pressure  ;  but  if  the  vertous  pressure 
be  constant,  the  intracranial  pressure  will  rise  or  fall  with  the 
general  arterial  pressure. 

When  pressure  inside  the  skull  is  raised,  some  fluid  passes 
out  into  the  spinal  column,  but  if  the  rise  of  pressure  be  rapid 
the  brain  then  sinks  into  the  opening  of  the  tentorium  and  the 
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flow  downwards  ceases.  Experiments,  therefore,  in  which  the 
pressure  at  the  lower  end  of  the  spinal  column  is  taken  as  an 
index  of  that  inside  the  cranium  {e.g.  Falkenheim  and  Naunyn, 
Dean,  etc.)  are  not  quite  to  be  relied  on  except  for  very  slight 
rises. 

When  solution  is  injected  into  the  cranial  cavity  the  rapid 
outflow  is  not  by  the  lymphatics,  but  by  the  veins.  This  is 
shown  if  a  coloured  solution  be  used.  Hill  stripped  the  fresh 
dura  carefully  from  the  cranial  wall  and  tied  it,  with  the  serous 
side  inwards,  over  the  end  of  a  tube  filled  with  saline  solution. 
He  found  that  beads  of  fluid  slowly  exuded  through  the  tough 
membrane  at  a  pressure  of  lo  to  20  mm.  Hg.  in  the  dog,  of 
40  mm.  Hg.  in  the  human  subject.  "  We  may  conclude  then 
that  fluid  will  not  remain  for  any  length  of  time  in  the  cranio- 
vertebral  cavity  at  a  pressure  above  the  cerebral  venous  pres- 
sure." 

As  regards  the  secretion  of  cerebro-spinal  fluid.  Hill  believes 
that  the  rate  of  transudation  of  the  fluid  depends  directly  on 
the  cerebral  venous  pressure.  "  The  cerebro-spinal  fluid  is 
normally  maintained  at  the  tension  of  the  cerebral  veins.  If 
the  fluid  be  allowed  to  escape  from  the  cranio-vertebral  cavity, 
the  pressure  within  the  cavity  then  falls  to  zero,  while  the 
cerebral  venous  pressure  remains  unaltered.  In  consequence 
transudation  from  the  capillaries  becomes  continuous,  and 
hence  the  large  amount  of  fluid  obtained  in  cases  of  fracture 
of  the  skull." 

Hill  declares  himself  to  be  a  follower  of  the  Monro-Kellie 
doctrine  to  the  extent  that  the  volume  of  blood  inside  the 
closed  skull  is  almost  an  invariable  quantity.  When  arterial 
pressure  rises  the  brain  can  expand,  but  only  to  a  very  limited 
extent,  by  fluid  passing  down  into  the  spinal  column.  This,  as 
has  already  been  shown,  soon  ceases,  and  any  further  expansion 
can  only  take  place  by  an  equivalent  compression  of  the  veins. 
If  the  arterial  pressure  rises  very  high,  "  the  reservoirs  of  blood 
(venous)  will  be  constricted  until  the  venous  pressure  again 
becomes  equal  to  the  intracranial  pressure,  /.^.,  to  the  pressure 
of  the  brain  against  the  veins.  Then  the  whole  circulatory 
system  of  the  brain  will  have  assimilated  itself  to  a  scheme  of 
rigid  tubes.  The  velocity  of  the  blood-flow  will  be  incr&gised, 
and  the  relative  distribution  of  the  blood  to  the  arteries,  capil* 
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lanes  and  veins  will  be  changed.  A  rise  of  arterial  pressure 
does  not  by  any  means,  through  compression  of  the  cerebral 
capillaries  and  veins,  produce  an  anaemia  of  the  brain,  but 
rather  it  causes  an  increased  velocity  of  the  current" 

It  was  found  that  the  intracranial  pressure  may  vary  within 
very  wide  limits — zero  to  50  mm.  Hg. — without  the  circulation 
being  interfered  with. 

Hill  made  a  prolonged  search  for  any  evidence  of  vaso- 
motor supply  to  the  vessels  of  the  brain,  and  failed  to  find 
it  Arterial  congestion  may  be  produced  passively  by  (i) 
over-action  of  the  heart,  and  (2)  by  constriction  of  the  vessels 
of  other  parts  of  the  body. 

As  regards  cerebral  compression.  Hill  says  that  it  is 
erroneous  to  think  that  the  cerebro-spinal  fluid  transmits  a 
local  rise  of  pressure  to  other  parts  of  the  central  nervous 
system,  as  the  fluid  is  rapidly  absorbed.  Especially  is  there 
great  pressure  discontinuity  between  the  cerebral  and  the 
cerebellar  chambers,  whilst  there  is  practically  complete 
pressure  discontinuity  between  the  cranial  and  vertebral 
cavities.  This  pressure  discontinuity  is  effected  by  (a)  the 
viscosity  of  the  brain  substance,  (b)  by  the  tentorium  cere- 
belli  and  falciform  ligaments,  and  (c)  by  the  plugging  of  the 
isthmus  tentorii  cerebelli  and  the  foramen  magnum  by  the 
translocation  of  the  brain  mass. 

The  major  symptoms  of  compression  are  produced  by  the 
anaemia  of  the  spinal  bulb,  and  are  absolutely  comparable  to 
the  symptoms  of  acute  cerebral  anaemia  otherwise  produced. 
A  far  smaller  foreign  body  kills  in  the  bulbar  and  cerebellar 
r^ons  than  in  the  cerebral.  It  is  not  the  mechanical  pres- 
sure, but  the  cessation  of  blood-flow  which  produces  these 
results. 

Hill  has  also  drawn  attention  to  the  importance  of  the 
force  of  gravity  on  the  circulation  through  the  brain.  The 
splanchnic  vaso-motor  mechanism  normally  compensates  for 
the  hydrostatic  effects  of  gravity.  In  upright  animals  this 
compensation  is  far  more  complete  than  in  four-footed,  but 
when  this  compensatory  mechanism  is  interfered  with,  as  in 
shock,  etc,  the  influence  of  the  force  of  gravity  is  at  once 
apparent. 

Hutchison  and  Elder  (70)  made  a  series  of  observations  on 
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the  movements  of  the  fontanelle  in  children,  using  Marey's 
sphygmograph  and  the  cardiograph  with  fine  tambours  for 
taking  tracings.  They  found  that  in  nearly  all  cases  the 
pulse  waves  were  anacrotic  in  character,  whether  the  child 
were  asleep  or  awake,  in  the  erect  or  in  the  recumbent 
posture.  Most  of  the  tracings  showed  distinct  respiratory 
undulations — depression  with  inspiration,  expansion  with  ex- 
piration. Conditions  which  would  increase  the  intracranial 
venous  pressure  produced  a  lessening  both  in  the  amplitude 
of  the  pulse  waves  and  in  the  size  of  the  respiratory  un- 
dulations. During  sleep  and  during  chloroform  narcosis  the 
pulse  waves  were  much  smaller,  but  the  respiratory  undula- 
tions were  still  well  marked.  In  the  recumbent  position  the 
whole  fontanelle  is  more  tense,  the  arterial  waves  are  lower^ 
and  their  summits  more  rounded  than  in  the  vertical  position. 
In  Cheyne-Stokes*  respiration  the  intracranial  pressure  may  vary 
in  a  periodic  manner,  corresponding  exactly  in  rhythm  to  the 
variations  of  respiration — increase  of  pressure  occurring  with 
periods  of  hyperpnoea,  decrease  with  periods  of  apnoea. 

Elder  (74),  from  the  result  of  some  experiments  directed 
towards  the  consideration  of  the  circulation  inside  the  closed 
skull,  is  inclined  to  think  that,  under  ordinary  physiological 
conditions,  there  is  almost  no  flow  of  fluid  between  the  spinal 
and  cranial  cavities.  Just  as  in  Bonders'  experiment  it  has 
been  shown  that,  after  trephining  the  skull  and  fixing  on,  in 
an  air-tight  manner,  a  window  over  the  trephine  hole,  the 
respiratory  movements  of  the  membranes  seen  in  the  open 
skull  are  no  longer  seen  when  the  window  is  in  position, 
so  in  the  spinal  column  respiratory  movements  are  no  longer 
seen  after  the  closure  of  the  trephine  hole.  When  fine 
Prussian  blue  granules  in  solution  were  injected  through  the 
membranes  into  the  subarachnoid  space,  and  the  animals  killed 
in  some  hours  up  to  two  days,  practically  no  dispersion  of  the 
granules  was  seen,  except  perhaps  very  slightly  downwards, 
and  that  probably  was  in  the  normal  line  of  flow  of  the 
cerebro-spinal  fluid.  On  the  other  hand,  if,  after  such  an 
injection  had  been  made,  the  intracranial  pressure  was 
increased  by  the  injection  of  gelatine  through  a  finely-bored 
hole  in  the  skull,  the  granules  were  dispersed  all  down  the 
cord   to   the  cauda  equina.      Under  physiological   conditions 
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there  is  probably  no  to-and-fro  movement  of  cerebro-spinal 
fluid,  but  in  sudden  pathological  rises  of  intracranial  pressure 
there  will  be  a  rapid  flow  into  the  spinal  column.  In  more 
gradual  pathological  rises  of  intracranial  pressure  the  fluid  will 
probably  be  absorbed  in  larger  quantity,  provided  the  channels 
of  outflow  are  not  interfered  with. 

The  venous  side  of  the  circulation  is  of  the  utmost  im- 
portance ;  the  influence  exerted  by  the  respiratory  movements 
through  the  venous  system  on  the  intracranial  supply  has  pro- 
bably not  been  sufficiently  kept  in  view.  As  regards  the 
regulation  of  the  blood  supply  to  the  brain,  the  writer  is 
inclined  to  think  that,  whilst  all  evidence  points  to  the  fact 
that  this  is  not  influenced  directly  from  the  general  vaso- 
motor centre,  there  must  be  some  mechanism  by  which 
localised  parts  of  the  brain  can  alter  the  quantity  of  their 
blood  supply.  This  cannot  be  done  indirectly  by  contrac- 
tion of  the  vessels  of  other  parts  of  the  body,  but  at  present 
there  is  no  evidence  how  it  is  brought  about — whether  by 
the  circulating  fluids  acting  directly  on  the  vessel-walls,  as  Roy 
and  Sherrington  suggested,  or  by  some  vasomotor  mechanism 
higher  in  the  brain,  or  by  some  other  means. 

Binet  and  Sollier  (71)  made  a  series  of  tracings  from  an  old 
woman  with  a  gap  in  the  frontal  bone  the  result  of  syphilitic 
disease.  Their  tracings  showed  that  whilst  expansion  cor- 
responded with  expiration,  or  rather  began  slightly  before  it, 
the  pulse  waves  with  inspiration  were  smaller  than  the  pulse 
waves  with  expiration.  [This  is  directly  opposed  to  most 
observations  by  other  investigators,  and  the  writer  is  inclined 
to  think,  from  an  examination  of  their  tracings,  that  when  the 
brain  sank  during  inspiration,  the  "  receiver  "  of  their  apparatus 
did  not  follow  it  properly.] 

Wertheimer,  in  some  experiments  on  dogs,  found  that 
occasionally  with  inspiration  there  is  expansion  of  the  brain. 
This  was  found  where,  under  morphia,  narcosis,  etc.,  the 
respiratory  movement  became  extremely  feeble.  In  such 
cases  the  arterial  pressure  becomes  of  chief  importance,  and 
that,  of  course,  rises  during  inspiration. 

Browning  (75)  of  Philadelphia,  has  made  several  contribu- 
tions to  the  anatomy  of  the  cerebral  nervous  system.  As 
regards  the  efferents  for  the  cerebro-spinal  fluid.  Browning  is 
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inclined  to  agree  with  Key  and  Retzius  on  the  importance  erf 
the  Pacchionian  bodies.  The  fluid  may  also  drain  off  by  the 
sheaths  of  the  cranial  nerves,  e^.^  the  optic  and  olfactory.  The 
tendency  of  the  fluid  is,  he  says,  to  sink  into  the  cord,  even  if 
it  has  to  rise  again  into  the  skull  before  it  is  absorbed.  He 
experimented  on  the  bodies  of  monkeys,  cats,  etc,  as  well  as 
on  the  human  subject,  foetal,  new  bom,  and  adult,  by  injecting 
coloured  fluid  into  the  spinal  membranes  after  the  head  had 
been  removed,  and  subsequently  dissecting  them.  He  con- 
cluded that  outlets  for  spinal  fluid  exist  along  the  lumbar 
nerves  in  the  lower  animals  at  all  ages,  but  in  the  human 
subject  only  during  foetal  life.  In  man  obliteration  of  these 
outlets  must  occur  almost  immediately,  if  not  immediately 
after  birth.  The  monkey  is  intermediate  between  the  other 
animals  and  man. 

Ziegler  (76)  is  one  of  the  latest  contributors  to  the  literature 
of  cerebral  pressure.  Along  with  Frank  he  estimated  the  cerebral 
pressure  in  dogs  of  medium  size,  and  used  for  his  experiments 
Hiirthl^'s  membrane  manometer.  The  pressure  was  also  taken 
in  the  venous  sinuses,  in  the  arteries,  etc.  In  curarised  animals, 
he  found  that  the  normal  pressure  was  from  6  to  16  Hg.  mer- 
cury when  the  dog  was  in  a  horizontal  position.  As  the  brain 
and  spinal  column  are  enclosed  in  boxes  practically  incompres- 
sible, any  attempt  at  increase  in  the  contents  must  be  accom- 
panied by  outflow,  either  by  yielding  of  the  ligaments,  or  by 
the  lymphatics  or  by  the  blood-vessels.  The  yielding  of  the 
ligaments  in  the  human  subject  must  be  of  little  importance; 
it  is  otherwise  with  the  blood  sinuses.  When  part  of  the 
intracranial  space  is  encroached  on  by  the  introduction  of  a 
foreign  body  or  otherwise,  the  sinuses  are  compressed  and 
the  venous  pressure  rises.  With  heightened  arterial  pressure, 
e.g,y  following  stimulation,  the  cerebro-spinal  and  venous-sinus 
pressures  (which  are  the  same)  also  rise.  Most  writers  have 
assumed  that  with  compression  of  the  intracranial  veins,  dila- 
tation of  the  capillaries  results.  This  Ziegler  does  not  believe. 
Thus  in  one  experiment  under  ordinary  conditions  he  found 
the  arterial  pressure  100  mm.  Hg.,  the  capillary  pressure  25 
mm.,  the  venous  sinus  (and  cerebro-spinal)  pressure  5  mm. ; 
therefore  the  capillary  pressure,  minus  the  cerebro-spinal 
pressure,  equalled  20  mm.  Hg.     After  the  artificial  production 
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of  heightened  intracranial  pressure,  he  found  the  arterial  pres- 
sure IDS  ;  the  capillary  40 ;  the  sinus  (and  cerebro-spinal)  25 
mm.  Hg.  Here  the  capillary  pressure,  minus  the  cerebro-spinal 
pressure,  equals  i  S  mm.  Hg.  It  will  thus  be  seen  that  a  com- 
pression of  the  brain  will  lead  to  a  constriction  of  all  the  intra- 
cranial vessels. 

When  fluid  is  injected  into  the  skull,  either  outside  or 
inside  the  dura,  there  is  a  rapid  absorption  through  the  veins, 
whilst  only  slowly  is  there  absorption  through  the  lymphatics 
of  the  neck.  Ziegler,  therefore,  thinks  that  the  absorption 
probably  takes  place  through  the  capillary  walls  as  well  as 
through  the  Pacchionian  bodies. 

Before  concluding  this  short  sketch  of  the  literature  on  the 
intracranial  circulation,  some  attention  must  be  given  to  the 
discussions,  frequent  and  animated,  on  "  cerebral  compression,'^ 
and  more  especially  to  the  views  of  Adamkiewicz  of  Vienna, 
and  Bergmann  of  Berlin.  Although  it  is  many  years  since 
these  writers  first  published  contributions  on  the  subject,  they 
have  here  been  referred  to  last  because  recently  each  of  them 
has  given  an  elaborate  explanation  of  his  views. 

Bergmann  {yy^  says  that  definite  symptoms  have  for  long 
been  recognised  to  be  dependent  on  a  heightened  intracranial 
pressure,  i>.,  on  a  heightened  pressure  of  the  cerebro-spinal 
fluid,  and  these  symptoms  were  said  to  be  indicative  of 
"  cerebral  compression."  These  symptoms,  as  is  well  known, 
are  pain  in  the  head,  with  or  without  irritability,  nausea  and 
vomiting,  mental  disturbance,  slowing  of  the  pulse,  slow  and 
stertorous  breathing,  heightened  arterial  pressure,  congested 
fundus  oculi ;  later,  coma,  paralysis,  dilated  pupils  with  absence 
of  reaction  to  light,  small  and  fluttering  pulse,  and  finally 
failure  of  respiration.  Such  a  train  of  symptoms  is  seen  when 
the  cerebro-spinal  space  is  encroached  on,  as  in  haemorrhage 
from  the  middle  meningeal  artery,  etc.,  and  can  be  produced 
artificially  by  the  introduction  of  foreign  bodies  of  sufficient 
size.  These  symptoms  disappear  when  the  foreign  body  is 
removed.  To  understand  the  pathogenesis  of  cerebral  com- 
pression one  must  remember  that  (i)  the  skull  is  unyielding, 
and  therefore  the  space  available  for  the  brain,  membranes, 
and  cerebro-spinal  fluid  is  constant,  and  (2)  that  the  nerve 
mass  is  incompressible.     This  being  so,  space  for  an  effusion 
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or  foreign  body  can  only  be  provided  by  blood  or  cercbro* 
spinal  fluid  flowing  out  of  the  skull,  the  former  into  the  veins 
of  the  neck,  the  latter  into  the  spinal  column.  The  latter,  for- 
merly appeared  to  Berginann  to  be  the  more  important 
Aftei-  the  dura  and  the  spinal  ligaments  have  been  stretched 
to  a  certain  extent  there  will  be  a  sudden  interference  with 
the  circulation,  for  the  pressure  in  the  cerebrb-spinal  fluid  will 
,rapidly  rise  above  that  in  the  capillaries  and  veins,  and  will 
lead  to  a  stoppage  of  the  circulation.  "  Deficient  circulation 
through  the  brain  in  consequence  of  rise  in  the  pressure  of  the 
cerebro-spinal  fluid  explains  the  symptoms  of  'cerebral  com- 
pression.' "  Recent  investigators  have  again  called  in  question 
whether  fluid  flows  from  the  cranial  to  the  spinal  cavity.  If  a 
myelocele  of  the  cord  be  pressed  on  in  an  infant,  syniptoms  of 
cerebral  compression  arise,  which  shows  typically  what  the 
result  of  a  sudden  diminution  of  the  cerebro-spinal  space  is. 
Whilst  it  has  certainly  been  shown  that  under  normal  condi- 
tions the  cerebro-spinal  pressure  remains  at  the  same  height  as 
the  venous  pressure,  still  under  certain  pathological  conditions 
it  may  rise  above  it,  e,g,^  in  hydrocephalus,  meningitis,  etc, 
when  it  may  be  three  or  four  times  as  high.  It  has  also 
been  definitely  shown  that  the  cerebro-spinal  fluid  passes 
away  chiefly  by  the  veins  of  the  head.  This  would  point 
to  absorption  of  fluid  through  the  capillary  walls ;  under 
certain  conditions  this  may  be  interfered  with.  ^. 

Bergmann  concludes  by  saying  that  although  in  former 
articles  (being  ignorant  of  the  absorption  of  cerebro-spinal  fluid 
through  the  capillaries)  he  was  wrong  in  agreeing  with  Geigel 
that  increased  pressure  in  the  arteries  might  lead  to  stasis  in 
capillaries,  still  under  some  pathological  conditions  which  in- 
terfere with  the  absorption  from  the  capillaries  increased  arterial 
pressure  may  lead  to  symptoms  of  "  cerebral  compressioa" 

Adamkiewicz  (78,  79)  begins  by  showing  that  the  doctrine 
of  cerebral  compression  as  enunciated  by  Bergmann  and 
others  takes  for  granted  an  abnormal  increase  of  the  normal 
pressure  of  the  cerebro-spinal  fluid.  This  abnormal  pressure 
,will  result  from  lessening  of  the  cerebro-spinal  space,  and  will 
lead  to  compression  of  the  cerebral  capillaries.  But,  says 
Adamkiewicz,  it  is  not  true  that  nerve  substance  is  incompres- 
sible ;  it  is  not  true  that  the  cerebro-spinal  fluid  flows  into  the 
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spinal  diira  aild  distends  it  wh^n  the  space  is  encroached  on  ;  it 
is  not  true  that  pressure  on  the  surface  of  the  brain  leads  to  com- 
pression of  the  brain  capillaries  ;  and  it  is  not  true  that  anaemia  of 
the  brain  leads  to  the  so-called  symptoms  of  cerebral  compres- 
sion. One  can  compress  the  brain  of  a  living  puppy  by  fully  \ 
of  its  volume  without  disturbing  its  functions,  and  the  brain 
substance  of  man  undergoes  more  compression  in  the  case  of 
tumours.  The  cerebro-spinal  fluid  would  not  pass  into  the 
spinal  dura  when  the  cerebro-spinal  space  was  encroached  on, 
but  into  the  veins ;  this  would  neutralise  any  tendency  to  in- 
crease of  cerebro-spinal  pressure.  Again  a  real  pressure  on 
the  brain  does  not  lead  to  anaemia  but  to  dilatation  of  the 
capillaries  of  the  brain.  Finally  the  so-called  symptoms  of 
cerebral  compression  are  reactive  phenomena  resulting  from 
irritation  of  the  brain.  Adamkiewicz  shows  that  if  salt  solution 
is  injected  into  the  skull  it  flows  away  by  the  veins  ;  it  follows 
that  the  cerebro-spinal  fluid  flows  directly  into  the  veins  and 
that  between  the  reservoirs  of  the  fluid  and  the  veins  there 
must  be  a  direct  communication.  As  the  veins  are  not  com- 
pressed by  the  fluid  injected  at  a  high  pressure,  it  follows  that 
the  communications  into  the  veins  must  be  of  such  a  kind  that 
they  are  not  closed  by  increased  cerebro-spinal  pressure ;  they 
must  have  incompressible  walls  and  are  probably  in  the  bones 
of  the  skull. 

Since  the  experimental  work  of  Bayliss  and  Hill,  fine 
nerve  fibres,  probably  vasomotor,  have  been  described  in  close 
relationship  with  the  pial  vessels  by  Obersteiner,  Gulland, 
Morrison,  and  others.  As  yet,  however,  no  experimental 
proof  has  been  furnished  of  their  action,  and,  as  has  already 
been  stated,  the  experimental  evidence  that  at  present  exists 
points  in  the  direction  of  the  absence  of  direct  control  of  the 
cerebral  vessels  by  the  general  vasomotor  centre. 
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Special  Hrticlea 


THE  NORDRACH  TREATMENT  OF  PHTHISIS 

IN  SCOTLAND 

The  attention,  both  of  the  public  and  of  the  profession,  has  of 
late  been  so  actively  aroused  in  the  prevention  and  cure  of  tuber- 
culosis, that  the  intimation  which  appears  in  our  advertisement 
pages  regarding  a  Sanatorium  in  Deeside  for  the  Nordrach  treat- 
ment of  phthisis  will  create  considerable  interest.  To  a  limited  ex- 
tent, and  in  a  modified  manner,  the  Nordrach  treatment  has  already 
been  followed  in  Scotland  ;  but  this  is,  with  one  exception,  the 
first  private  effort  on  a  fairly  large  scale  with  which  we  are 
acquainted.  The  exception  to  which  we  refer  is  the  arrange- 
ment made  by  Dr  and  Mrs  Dr  Mears  at  Woodburn,  Canaan 
Lane,  Edinburgh,  for  the  reception  and  treatment  of  a  limited 
number  of  cases  at  their  nursing  home  there. 

The  movement  to  which,  meanwhile,  we  are  referring,  had  its 
origin,  we  understand,  with  a  number  of  persons  who  are  inter- 
ested in  the  subject,  and  were  prepared  to  provide  the  funds 
necessary  for  the  erection  and  equipment  of  such  an  establishment 
The  proposal  was  submitted  to  a  number  of  the  leading  physicians 
in  Scotland,  and  after  careful  consideration  it  was  determined 
that  the  most  suitable  district  in  Scotland  for  such  an  establish- 
ment was  Deeside.  The  scheme  received  so  much  support  that 
ground  was  obtained  on  the  estate  of  Sir  Thomas  Burnett,  near 
Banchory,  and  about  18J  miles  from  Aberdeen.  On  this  site 
the  establishment  is  being  erected  which  is  to  be  known  as 

Nordrach  on  Dee. 

The  site  possesses  many  of  the  features  which  are  desirable 
for  the  purpose  in  view.  It  is  far  removed  from  a  large  centre 
of  population.  The  air  is  free  from  contamination,  and  is 
singularly  pure  and  bracing.  It  is  surrounded  by  rich  pine 
woods,  which  not  only  exhale  vapours  of  therapeutic  value,  but 
afford  that  shelter  from  high  winds  which  is  desirable  during  the 
winter  months.  The  atmosphere  is  rich  in  ozone,  containing 
some  21  per  cent.  The  temperature  is  hardly  what  might  have 
been  anticipated.  For  six  months  during  a  recent  winter  the 
mean  temperature  at  Deeside  was   36**  F.,  and  at  Greenwich 
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28*1*  F.  During  the  month  of  December  the  temperature  of 
Deeside  was  6'  F.  higher*  than  in  the  south  of  England. 

But  the  qualities  of  purity  and  warmth  do  not  exhaust  the 
desirable  properties  which  the  climate  of  this  district  possesses. 
It  is  a  dry  air.  The  rainfall  is  exceptionally  low — 26  inches — 
and  the  percentage  of  bright  sunshine  is  relatively  high — 30  per 
cent.  In  these  respects  the  climate  enjoys  a  surprising  advantage 
over  our  much  lauded  south  of  England  climate.  Kew  Observa- 
tory has  29  per  cent.,  and  Greenwich  but  26  per  cent  of  bright 
sunshine. 

South-west  winds  prevail  during  nearly  nine  months  in  the 
year.  These  winds  in  passing  over  the  Grampians  become 
depleted  of  their  moisture.  This  no  doubt  accounts  for  the 
relatively  low  rainfall  and  the  great  amount  of  sunshine  which 
the  district  enjoys.  Those  winds  prevailing  during  the  months 
of  December,  January,  and  February  account  for  the  by  no 
means  generally  known  fact,  that  during  winter  more  warmth 
prevails  in  the  north-east  of  Scotland  than  in  the  south-east  of 
England.  This  fact  is  of  great  value  when  it  is  remembered  that 
patients  are  expected  to  be  out  of  doors  all  the  year  round. 

Such  are  the  considerations  which  determined  the  selection 
of  Middle  Deeside  as  the  most  desirable  district  in  Scotland  in 
which  to  thoroughly  test  the  feasability  of  the  Nordrach  treat- 
ment in  Scotland. 


VENEREAL  DISEASE  IN  THE  INDIAN  ARMY  AND 

STATE  LEGISLATION 

By  a  Staff  Surgeon 

We  have  been  asked  to  publish  the  following,  and  have  readily 
agreed  to  do  so.  It  is  written  by  a  son  to  his  father,  the 
former  being  an  Army  Surgeon,  the  latter  a  clergyman.  The 
reason  of  its  being  written  was  a  desire  for  reliable  information 
on  the  part  of  the  clergyman,  who  had  received  what  he  calls 
"  a  good  deal  of  misleading  literature  on  the  other  side  of  this 
unsavoury  question."  Were  all  statements  as  calm  and  judicial 
as  those  of  this  letter  our  Legislators  and  the  public  would  be 
in  a  position  to  judge  rightly  as  to  the  measures  that  could  be 
taken  to  restrict  the  ravages  of  the  most  terrible  of  infective 
diseases,  while  paying  the  fullest  consideration  to  all  moral  and 
religious  considerations. 

In  connection  with  what  you  ask  me  as  to  the  contents  of 
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the  Httie  book  you  forwarded  me  ("  The  Queen's  Daughters  in 
India  "),  and  with  the  whole  question  it  touches  upon, — a  most 
difficult  one,  as  all  admit, — I  shall  first  deal  with  the  book  itself, 
and  then  give  you,  in  as  unprejudiced  a  form  as  I  can,  one  or 
two  of  the  most  important  conclusions  one  is  led  to  by  a  know- 
ledge of  the  facts  of  the  case. 

Firstly,  as  to  the  general  impression  the  book  gives  (I  pre- 
sume that  you  have  read  it  yourself),  it  is  that  of  the  authoresses 
who  went  to  see,  and  saw  but  one  side  of  the  question.  Avoiding 
the  authorities,  who  could  have  given  them  information, — really 
required  by  anyone  who  would  endeavour  to  see  the  question  as  a 
whole, — they  went  alone  to  the  resorts  of  the  native  women 
concerned.  How  they  did  for  an  interpreter  they  leave  one  to 
wonder ! 

Leaving  that  difficulty  out  of  account,  and  supposing  them 
to  have  been  able  to  talk  freely  with  all  natives,  one  can  imagine 
them  addressing  a  wonderful  group  of  women,  telling  them  how 
they  had  come  to  sympathise  with  them  in  their  wrongs ;  to 
point  out  how  wickedly  they  were  being  treated,  and  so  forth, 
and  it  needs  no  long  experience  of  the  native  character,  of  the 
emotional,  sympathetic  working  of  the  Oriental  mind — ^so  prone 
to  imagination  only  too  easily  kindled — to  enable  one  to  under- 
stand what  a  harvest  of  indignant  assent,  and  more  than  assent, 
those  ladies  would  receive  to  anything  they  said  :  how  eagerly 
stories  would  be  poured  forth  of  cases  of  outrage  by  those  in 
authority,  for  grumbling  at  the  existing  authority  is  as  much  a 
part  of  Oriental  existence  as  the  essential  acts  of  eating  and 
drinking.  Any  Indian  newspaper,  with  its  reports  of  the  sort  of 
tales  the  people  will  believe  about  what  the  meaning  of  plague 
inoculation  is,  will  show  one  the  depths  of  credulity  of  the  Indian 
masses.  And  it  was  to  the  lowest  and  most  ignorant  classes 
that  those  ladies  went  alone  for  their  information,  absolutely 
ignorant  themselves  of  how  to  take  what  an  educated  native 
says.  The  sort  of  people  whose  accounts  of  the  existing  state 
of  things  the  ladies  have  put  down  for  truth  in  their  book  are 
the  same  people  who  will  tell  one  another  with  perfect  bona-fides 
that  the  plague  inoculators  are  sent  by  the  British  Raj  to  poison 
the  people,  to  thin  them  out  that  the  population  may  not  get 
too  numerous,  and  will  not  wonder  that  they  should  want  to  do 
so,  either. 

The  ladies  do  admit  that  once,  at  the  beginning  of  their  tour, 
they  visited  a  station  hospital  and  saw  the  doctor,  but  the  latter's 
blunt  statements  regarding  the  sudden  and  marked  increase  in 
venereal  disease  he  had  seen  in  the  army  since  the  repeal  of  the 
Contagious  Diseases  Acts,  and  his  outspoken  expression  of  his 
opinion  that  medical  inspection  of  prostitutes  was  necessary, 
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seems  to  have  horrified  the  ladies  so  much  that  they  left,  and 
never  again  applied  to  any  official  for  information,  or  opinion. 

Take  their  frequent  references  to  their  prayers  for  revelation, 
their  waiting  to  be  inspired  where  to  go,  etc  I  should  be  the 
last  to  say  that  prayer  was  not  an  essential  element  in  their 
mission,  but  when  one  hears  or  reads  of  people  who  go  on 
in  that  ecstatic  kind  of  way  about  it,  and  yet  knows  how  much 
of  fact  they  must  have  shut  their  eys  to,  one  somehow  is  not 
impressed  with  the  likelihood  of  their  conclusions  being  valuable 
evidence  in  such  a  big  question,  one  that  must  be  looked  at  in  a 
level-headed,  common-sense  fashion  as  well  as  in  an  earnest  one. 
Let  such  people,  fed  beforehand  with  literature  from  the  "  friends 
of  the  cause  "  in  England,  go  out,  in  however  earnest  a  spirit,  to 
report  upon  the  status  quo — let  them  Carefully  avoid  what  the 
Europeans  say,  who  really  have  to  deal  with  the  question  on 
the  spot — let  tiiem  get  their  information  from  natives  of  the 
most  ignorant  classes  alone,  and  print  it  for  gospel^  and  you  will 
understand  what  makes  them  laughed  at  by  Anglo-Indians  as 
the  "  Shrieking  sisterhood,"  when  the  latter  come  across  some  of 
their  effusions. 

Remember  I  am  not  denying  for  one  moment  that  theirs 
may  not  be  the  right  side  of  the  question,  that  the  opponents  of 
legal  measures  for  the  reduction  of  venereal  disease  may  not  be 
in  the  right  and  their  advocates  in  the  wrong,  but  I  ask  you  : 
Do  you  think  that  any  clergyman  at  home  should  take  this 
as  his  standard  text-book,  when  he  sets  himself  to  study  the 
question  ? 

Coming  to  the  question  itself,  take  this,  once  for  all,  from 
me,  who  need  not  refer  to  blue-books  or  statistics  for  my  facts, 
but  have  them  first-hand  from  army  surgeons  who  served  in 
India  before  the  Abolition  of  the  Contagious  Diseases  Acts, 
and  after,  that  their  repeal  was  followed  by  an  immediate  in- 
crease in  the  amount  and  severity  of  venereal  disease  in  the 
army.  You  will  often  see  this  denied  by  writers  on  the  subject, 
but  it  is  cold  fact 

I  do  not  defend  the  Contagious  Diseases  Acts  as  they  stood. 
They  included,  it  may  well  be  urged,  the  giving  of  powers  to 
traffic  in  human  beings  that  was  unwarrantable,  but  they  are 
gone,  and  will  never  be  re-enacted,  and  it  is  needless  to  discuss 
them  now.  They  included,  as  you  know,  powers  on  the  part 
of  regimental  authorities  to  keep  a  stock  of  prostitutes  on  the 
strength  of  the  regiment,  who  were  licensed  and  regularly 
examined  to  ensure  their  being  free  from  disease,  the  soldiers 
being  encouraged  rather  to  cohabit  with  them  than  with  the 
all  and  sundry  whores  of  the  Bazaar.  It  sounds  bad,  and  can 
be  written  upon  till  it  is  represented  as  a  crying  national  dis- 
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grace  ;  but  think  of  the  colonel  of  a  regiment,  anxious  for  the 
health  of  his  men, — a  thing  far  more  difficult  to  ensure  in  India 
than  their  efficiency  on  parade, — who  knows  that  unless  the 
disease  is  attacked  at  its  fountain-head,  the  prostitutes  them- 
selves, his  regiment  will  have  constantly  a  large  number  sick, 
and  that  there  will  be  a  steady  drain  on  the  streng^  of  the 
regiment,  resulting  from  the  continuous  invaliding  to  Netley  of 
young  men  of  two  and  three  years'  who  will  never  come  back 
again — the  colonel  will  do  anything  that  experience  tells  him 
will  mitigate  the  evil :  he  will  disseminate  pamphlets  dealing 
with  the  moral  and  physical  aspects  of  the  question  :  he  will  be 
glad  if  the  chaplain  and  the  doctor  wish  to  address  the  men  on 
the  subject :  he  will  give  the  men  a  prayer-room  and  a  reading- 
room,  and  encourage  them  in  their  athletic  sports,  but  if  above 
all  he  knows  that  the  one  thing  that  does  far  more  good  than 
the  whole  put  together  is  to  see  that  if  the  men,  in  spite  of 
admonitions  from  the  moral  and  physical  point  of  view,  will 
insist  on  roaming  the  Bazaar  in  search  of  women,  they  will  not 
get  disease  from  them — is  there  not  a  heavy  obligation  on  him, 
yes,  a  moral  obligation  too,  to  do  his  best  ?  What  he  is  allowed 
to  do  under  the  New  Act  I  shall  refer  to  presently. 

I  see  there  is  an  attempt  made  in  this  book,  and  you  may 
have  seen  it  made  elsewhere,  to  decry  the  value  of  statistics  that 
show  the  terrible  amount  of  venereal  disease  there  is  in  the 
army,  e^,^  by  pointing  out  what  is  quite  true,  that  if  a  man  is 
thrice  in  the  hospital  in  six  months  with,  say  syphilis,  the 
returns  show  it  as  three  admissions,  looking  like  three  cases. 
You  need  not  trouble  yourself  to  find  out  the  truth  as  to  the 
prevalence  of  disease  from  pamphlets  or  statistics.  I  was  four 
months  at  Netley,  the  sink  of  the  whole  abomination,  and  four 
months  with  the  British  army  in  India,  and  you  have  it  first- 
hand from  me  that  the  thing  is  as  bad  as  it  can  possibly  be :  that 
whole  hospitals  and  staffs  of  doctors  are  devoted  in  large  canton- 
ments to  nothing  but  the  treatment  of  venereal  cases  from  the 
one  or  two  battalions  present :  that  no  newspaper  at  home,  writ- 
ing to  demand  fresh  legislation  on  the  subject,  ever  drew  a 
picture  of  the  g^im  sight  of  the  young  British  soldier,  after 
months  of  suffering  in  some  hospital  in  India,  shipped  home 
a  pallid  wreck,  done  for  for  life,  a  disgrace  to  his  people,  and  a 
danger  to  the  nation,  which  exaggerated  the  reality  I  became  so 
drearily  familiar  with.  I  was  glad  when  I  washed  my  hands  of 
it  all,  and  left  the  British  army.  The  mere  fact  that  the 
authoresses  of  this  book  could  have  managed  to  be  in  India, 
and  yet  come  home  and  write  a  book  in  which  they  join  with 
other  enthusiasts  in  pooh-poohing  the  state  of  things  repre- 
sented by  army  surgeons  as  an  exaggeration,  shows  of  how 
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much  value  is  their  evidence  as  that  of  people  who  know  what 
they  are  talking  about. 

It  is  easy  to  understand  how  people  at  home  who  do  not 
know  of  the  real  state  of  things,  and  who  have  vivid  pictures 
drawn  for  them  of  women  forced  to  become  prostitutes,  and 
submit  to  enforced  examination  {which  they  are  not\  wax  in- 
dignant on  the  subject.  Tell  a  man  or  a  woman  that  it  is 
proposed  that  the  State  in  India  should  be  again  allowed  to 
"  regulate  vice,"  to  take  the  wrong  way  with  young  soldiers,  and 
afford  them  the  means  of  sinning  safely  instead  of  telling  them 
not  to  sin ;  to  subject  women  to  indecent  exposure,  and  so  on, 
and  if  that  man  or  woman  is  unaware  of  the  crying  evil  against 
which  those  measures  are  aimed,  no  wonder  he  or  she  is  per- 
suaded that  milder  measures  should  be  adopted.  Were  the  evil 
less,  the  remedy  might  be  less  trenchant,  less  repulsive.  By  all 
means  let  it  be  admitted  that  the  right  way  is  to  elevate  the 
men's  minds  and  persuade  them  to  practice  continence.  Granted 
that  in  the  long  run  that  way  will  be  successful,  the  fact  remains 
that,  in  spite  of  the  efforts  of  army  chaplains,  and  of  all  the 
good  influences  brought  to  bear  on  the  soldier,  other  measures 
must  meanwhile  be  taken,  the  nature  of  which  is  indicated  by 
experience. 

Much  of  the  impression  one  gets  of  the  question  depends  on 
the  phrases  used  in  describing  repressive  measures.  How  far 
such  phrases  as  "State  encouragement  of  vice,"  "Shameful 
oppression,"  "Slave  trade  in  women,"  "Compulsory  examina- 
tion of  women,"  are  a  fair  description  of  the  methods  to  be 
employed  under  the  New  Act — which  came  into  force  in  the 
beginning  of  last  year — I  simply  leave  you  to  judge,  after 
giving  you  briefly  the  extent  of  the  powers  conferred  on  local 
authorities.     A  copy  of  the  Act  was  furnished  to  me  when 

staff  sui^eon  at ,  in  which  capacity  I  had  to  carry  out  its 

provisions.  It  is  very  different  from  the  old  Contagious 
Diseases  Act 

Take ,  a  cantonment  with  British  troops  in  it,  and  a 

native  Bazaar,  the  inhabitants  of  which  derive  their  livelihood 
in  various  ways,  mainly  from  the  presence  of  a  large  number 
of  Europeans.  Among  the  other  trades  is  that  of  the  pro- 
fessional prostitute.  She  is  not  now  an  appendage  of  any 
regiment,  and  has  no  ticket  nor  other  sign  of  encouragement. 
Suppose  there  is  syphilis  in  the  regiment  or  battery  present, 
and  that  cases  continue  to  come  in  every  week.  It  is  evident 
that  some  woman  is  diseased,  and  is  infecting  the  troops. 
Information  is  given  to  the  authorities  that  such  and  such  a 
prostitute  is  diseased.  The  magistrate  sends  to  inform  this 
woman  that,  under  the  present  Act,  she  is  free  to  do  one  of 

2  F 
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two  things.  She  may  go  to  the  hospital  provided,  where  she 
will  be  examined  by  the  staff  sui^eon,  and  if  diseased,  stay 
there  till  he  thinks  fit  to  let  her  out.  Or,  she  may  leave  the 
cantonment,  bag  and  baggage,  and  re-enter  it  under  peril  of 
being  arrested.  What  I  found  was  that  the  woman  was  not 
such  a  fool  as  to  spoil  her  trade  by  leaving  the  cantonment, 
and  came  readily  enough,  grinning  and  peeping  at  me  from 
under  her  veil,  to  be  examined,  and  made  no  bones  about 
staying  till  she  was  well.  That  is  the  Act  at  present  in  force. 
It  is  too  soon  to  say  whether  it  will  be  a  success  or  not.  That 
it  is  liable  to  abuse  I  do  not  deny.  But  properly  supervised 
by  European  surgeons,  its  enforcement  should  lead  to  the 
minimum  of  shame  possible  to  the  women  concerned. 

That  is  how  matters  stand  at  present.  Is  there  anything 
in  it  incompatible  with  the  contemporaneous  efforts  being 
made  to  make  the  soldier  look  at  it  from  a  higher  standpoint 
than  bodily  danger  presents?  Given  the  facts  I  have  stated, 
the  only  people  whose  position  is  tenable  are  those  who  still 
hold  that  legislation  to  check  disease  on  those  lines  is 
unjustifiable,  whatever  the  expediency.  It  is  not  my  business 
to  discuss  this  aspect  of  the  question — I  only  state  facts  that 
you  may  form  your  own  opinion. 


fl>ectinfl6  of  Socictic6 


Glasgow  Medico-Chirurgical  Society. 

The  first  meeting  of  the  new  session  was  held  on  Oct  6th, 
and  after  the  completion  of  private  business,  the  new  President, 
Mr  H.  E.  Clark  delivered  his  address  on  "The  Changes  in 
Surgical  Theory  and  Practice  in  the  last  quarter  of  a  Century." 
He  preferred  to  speak  of  experience,  rather  than  of  new 
facts  and  discoveries,  which  were  not  proved  by  the  test 
of  time.  There  had  been  great  changes  effected  in  many 
directions.  In  the  Royal  Infirmary,  where  he  had  worked 
for  a  quarter  of  a  centurj%  important  alterations  had  been 
made  in  structure,  in  the  wards,  operating  theatres,  nursing 
staff,  and  other  accessories.  In  this  connection  Mr  Clark 
emphatically  approved  of  the  highly  trained  modem  nurses 
and  drew  a  striking  picture  between  such  a  nurse  and  one 
of  the  old  school,  altogether  in  favour  of  the  former. 

In  surgical  work  during  the  past  twenty-five  years  the 
developments  of  antiseptic  practice  constituted  the  most  import- 
ant and  all-pervading  power  for  good.     Amongst  the  maxxf 
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changes  wrought  by  antiseptic  practice  was  a  great  increase 
in  the  number  of  operations.  For  instance,  in  the  Royal 
Infirmary  there  was  a  total  in  1873  of  397  operations,  of 
which  195  were  amputations.  In  1898  there  were  2053 
operations,  of  which  239  were  amputations,  and  in  that  year 
the  sui^ical  wards  had  under  treatment  no  less  than  4123 
cases  altogether.  To-day  many  cases  were  excluded  as  trivial 
which  formerly  would  have  been  admitted  to  the  wards, 
and  a  g^reat  many  operations  were  possible,  of  severe  character, 
or  in  regions  formerly  carefully  avoided,  and  these  facts  had 
to  be  estimated  in  any  comparison  of  the  mortality  rate  then 
and  now.  The  scope  of  operations  was  far  wider  now-a-days — 
thanks  to  antiseptic  practice.  Mr  Clark  instanced  the  changes 
in  the  surgical  treatment  of  scirrhus  of  the  breast  as  an 
example,  and  pointed  out  how  the  altered  practice  depended 
upon  the  present-day  theory  that  cancer,  in  the  beginning 
at  least,  is  a  local  malady;  while  the  huge  wounds  necessary 
could  never  have  been  possible  without  the  early  and  easy 
union  which  aseptic  and  antiseptic  practice  obtained.  The 
remarkable  changes  in  the  doctrines  with  regard  to  suppuration 
were  then  dwelt  on.  At  one  time  pus  was  considered  on 
occasions  "laudable,*'  and  germs  were  not  believed  in.  Now 
the  science  of  bacteriolc^y  was  established,  and  had  spread 
beyond  the  limits  merely  of  medicine  and  surgery. 

The  sui^ery  of  the  abdominal  organs  was  then  passed  in 
review,  and  the  names  of  Thomas  Keith,  Spencer  Wells  and 
Lawson  Tait,  mentioned  as  pioneers  in  the  field,  while  anti- 
septics even  were  in  embryo.  As  exemplifying  the  extra- 
ordinary scope  in  this  direction,  Mr  Clark  mentioned  the  two 
cases  in  which  the  entire  stomach  had  been  removed.  The 
operation  for  perforated  gastric  ulcer  was  now  a  hopeful  matter, 
and  in  the  far  worse  conditions  of  perforated  "  enteric  **  ulcer, 
operation  had  succeeded,  and  was  proper  treatment.  In  cases 
of  obstruction  of  the  bowels  many  successes  were  now  gained, 
and  the  tendency,  rightly,  was  to  press  the  need  for  early 
surgical  assistance.  However  in  cases  of  intussusception  he 
had  seen  good  results  from  early  manipulation  under  chloroform. 
A  massage  movement  in  the  reverse  direction  to  the  ordinary 
colon-massage  should  be  made.  If  done  delicately  and 
patiently,  and  above  all,  early,  there  was  little  risk,  less  than 
in  inflation  of  air  or  water. 

A  passing  reference,  with  more  than  one  amusing  anecdote, 
was  made  to  appendicitis,  and  then  for  a  time,  Mr  Clark  dwelt 
on  the  great  changes  in  bladder  surgery,  the  preference  for 
the  suprapubic  route,  its  advantages,  the  comparative  rarity 
of  the  perineal  operations,  the  use  of  the  cystoscope,  and  wherein 
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it  fell  short  of  expectations,  the  surgery  of  the  prostate,  and 
many  of  the  new  methods  of  treating  its  enlargement,  still 
matter  for  considerable  controversy. 

Cerebral  surgery  was  then  briefly  considered,  and  the 
attitude  of  the  surgeon  contrasted  with  that  of  twenty  or 
thirty  years  ago.  Then  trephining  was  even  regarded  with  fear. 
Now  osteoplastic  flaps  were  made  of  lai^e  size,  and  wonderful 
results  had  been  obtained. 

The  use  of  antitoxins  had  recently  altered  surgical  practice, 
and  in  cases  of  diphtheria  undoubted  benefit  might  be  expected, 
but  he  had  been  disappointed  with  the  tetanus  antitoxin.  It 
did  not  seem  to  help  the  bad  cases  any  more  than  the  old- 
fashioned  treatment  did,  and  there  were  always  cases  of  sub- 
acute and  chronic  tetanus  that  recovered,  with  or  without 
antitoxin. 

With  reference  to  changes  and  improvements  in  the  surgery 
of  the  urethra,  oesophagus,  the  lungs  and  heart,  Mr  Clark 
brought  to  an  end  an  interesting  address,  for  which,  on  the 
motion  of  Dr  Alexander  Robertson,  he  was  warmly  thanked  by 
the  Society. 

Forfarshire  Medical  Association 

A  MEETING  of  this  Society  was  held  on  Friday,  October  6th,  in 
the  University  College,  Dundee.  Dr  Grant,  Glamis,  President, 
in  the  chair. 

Dr  J.  W.  Miller  asked  leave  to  propose  the  following  resolu- 
tion: "That  this  meeting  of  the  Forfarshire  Medical  Association 
desires  to  record  its  deep  sense  of  the  loss  which  the  Association 
has  sustained  in  the  death  of  Dr  Johnston  of  Kair  at  the  advanced 
age  of  8s,  and  its  appreciation  of  the  benefit  which  the  Associa- 
tion derived  from  his  constant  and  active  support  since  its 
foundation  "  ;  and  in  doing  so,  mentioned  that  Dr  Johnston  had 
been  President  twice,  was  one  of  the  original  members  of  the 
Association,  and  was  present  at  its  first  annual  meeting  held  in 
Dundee  in  July  1859. 

Dr  Templeman,  Vice-President,  seconded  this  resolution, 
which  was  unanimously  adopted,  and  it  was  also  agreed  that 
an  excerpt  of  the  minutes  be  sent  to  his  niece  at  Kair  House. 

Dr  Foggie  showed  a  patient  aged  28  who  at  every  pregnancy 
except  the  first  suffered  from  an  affection  of  the  nails  which  he 
thought  most  resembled  psoriasis  of  the  nails. 

Dr  Gray  showed  three  casts  of  congenital  deformities  in 
an  adult  and  also  one,  of  the  hand  of  a  child,  in  which  the 
fingers  were  fused  together  at  the  apices,  and  a  cast  of  a  large 
double  inguinal  hernia. 
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Mr  Greig  showed  a  cast  showing  congenital  suppression  of 
digits. 

Professor  Kynoch  showed  uterus  removed  from  a  patient 
aged  56  suffering  from  prolapse  which  had  resisted  other  treat- 
menty  and  stated  that  four  months  after  the  hysterectomy  a 
c)rstocele  existed. 

2.  A  multilocular  ovarian  cyst  removed  from  patient  aged 

3.  A  papillomatous  ovarian  cyst  removed  from  a  patient 

4I   months  pregnant,   with   no   bad  symptoms   after 
operation. 

4.  Specimen  showing  early  vesicular  degeneration  of  the 

chorion. 

5.  Stratz's  speculum. 

Dr  Buist  showed  ovaries  with  sub-peritoneal  cysts  removed 
for  persistent  pelvic  pain  following  gonorrhoea. 

2.  Also  a  collection  of  ovarian  cysts,  in  one  of  which  there 
were  some  solid  parts  showing  medullary  cancer  on 
microscopic  examination. 

Dr  Buist  gave  the  further  history  of  two  symphysiotomies 
which  had  been  reported  in  the  British  Medical  Journal^ 
September    1898. 

The  first  patient,  aged  27,  had  had  three  confinements,  but 
the  children  were  dead-born  in  the  first  two  and  the  child  lived 
16  hours  in  the  third  in  which  labour  had  been  induced  at 
^\  months.  At  her  fourth  pregnancy,  in  February  1897,  Dr 
Buist  performed  symphysiotomy  by  Frank's  method  and  a 
live  child  was  born,  which,  however,  died  of  bronchitis  14  days 
later.  In  August  of  this  year  she  was  confined  normally  of 
twins,  both  living. 

The  second  patient,  aged  21,  rachitic,  was  delivered  of  a 
healthy  child  still  living  after  symphysiotomy  by  Ayre's  sub- 
cutaneous method  in  March  1898  after  having  been  in  labour  for 
two  days.  On  the  5th  July  last,  after  being  in  labour  36  hours 
and  with  her  pulse  at  120,  she  had  chloroform  and  was  put  in 
Walcher's  position  and  a  healthy  child  was  born  naturally.  Both 
have  done  well  since. 

Professor  Kynoch,  in  some  remarks  on  the  paper,  thought 
it  was  very  important  that  the  further  history  of  successful 
symphysiotomies  should  be  reported,  as  there  was  evidently  a 
feeling  against  this  operation. 

Dr  Buist,  in  his  reply,  said  he  thought  that  in  the  poorer 
classes,  where  good  nursing  was  not  available,  symphysio- 
tomy should  be  carried  out  in  preference  to  induced  premature 
labour. 

Mr  Greig  read  a  paper  on  "Anchylosis  of  the  temporo- 
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maxillary  articulation  and  its  relief  by  excision  of  the  neck,  and 
condyle  of  the  lower  jaw."  The  paper  reported  four  successful 
cases  of  which  one  was  bilateral,  and  photographs  of  these  cases 
were  shown  with  the  limelight.  The  etiology  and  the  eflFects  of 
the  condition  were  considered,  the  anatomy  of  the  parts  about 
the  joint  was  fully  described,  and  the  details  given  of  the  opera- 
tion as  Mr  Greig  performs  it  He  recommended  an  incision 
keeping  the  entire  facial  fibres  and  superficial  temporal  artery  in 
front,  and  showed  how  the  operation  could  be  completed  without 
the  injury  of  any  important  structures.  He  advocated  the  use 
of  the  chisel  to  divide  the  bone  at  the  condyle,  or  if  necessary  at 
the  coronoid  process,  and  claimed  that  by  his  incision  the  bone 
could  be  removed  as  low  as  the  inferior  dental  foramen  with  no 
resulting  facial  paralysis. 

Professor  MacEwan  made  some  remarks  on  the  subject  of  the 
paper  and  mentioned  some  cases  in  which  he  had  used  the  trans- 
verse incision  with  success. 

Mr  Greig  replied. 


TWO  MEDICAL  JUBILEES 

Last  month  two  medical  practitioners  in  Scotland  celebrated 
their  professional  jubilees,  and  received  tangible  tokens  of  the 
esteem  in  which  they  are  held  by  the  communities  in  which  they 
have  spent  their  lives. 

Dr  M'Leod  of  Hawick  and  Dr  Morris  of  Dunfermline  took 
their  licences,  the  one  in  Edinburgh  and  the  other  in  Glasgow, 
fifty  years  ago,  and  curiously  both  of  them,  while  contemplating 
further  study,  were  called  to  undertake  cholera  duties  in  the 
districts  where  they  have  since  practised.  They  are  the  medical 
officers  of  health  of  their  respective  towns,  and  both  of  them  are 
still  hale,  hearty  and  in  harness. 

Jubilee  of  Dr  Donald  M^Leod,  Hawick 

Dr  Donald  M*Leod  is  known  far  beyond  the  Border  town  of 
Hawick,  which,  in  lately  honouring  its  senior  medical  oflRcer,  has 
honoured  itself  In  celebration  of  the  jubilee  of  his  practice  in 
Hawick,  the  "  Teries  "  in  a  most  unanimous  manner  entertained 
the  venerable  practitioner  at  a  public  banquet,  and,  by  way  of 
showing  their  respect  for  him  in  a  tangible  manner,  presented 
him  with  a  cheque  for  the  handsome  sum  of  ;f6oo,  along  with  a 
solid  silver  tea  service  for  Mrs  M*Leod ;  while  his  local  brethren 
in  the  profession  presented  him  with  a  splendid  drawing-room 
clock.     The  proceedings  were  most    hearty  throughout     Dr 
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M'Leod  is  a  representative  of  the  M'Leods  of  Rigg,  descended 
from  the  Ramsay  family  or  clan,  who  are  also  associated  with 
the  venerable  houses  of  Dunv^an  and  Bemera.  At  the  recent 
Sanitary  Congress  in  Hawick,  Dr  M'Leod  mentioned  that  it  was 
in  1849  that  he  received  his  "  licence  to  kill  and  cure."  He  had 
made  up  his  mind  to  go  for  a  holiday,  but  on  entering  the 
Cholera  Hospital  in  Edinburgh,  Dr  William  Robertson,  then 
Medical  Registrar  for  Scotland,  said  that  they  had  an  ui^ent 
request  for  help  from  Denholm — a  village  about  five  miles  from 
Hawick — where  cholera  had  broken  out,  and  the  doctor  remarked 
that  he  would  go  "if  the  pay  was  equal  to  the  risk."  In  this 
connection  the  doctor's  words  are  worth  quoting.  "  On  arriving 
at  Denholm,"  he  remarked,  "  I  found  half  the  village  turned  out 
to  meet  the  Edinburgh  doctor  who  was  to  drive  away  the  cholera 
and  save  them  all  from  certain  death.  Fancy  what  must  have 
been  their  disgust  when,  in  place  of  the  matured  and  sapient- 
looking  man  they  expected,  there  jumped  into  their  arms  a 
beardless  boy  newly  turned  twenty-one,  and  as  green  as  a 
cabbage."  The  village  of  Denholm  had  then  a  population 
somewhere  under  800,  and  had  its  first  case  of  Asiatic  cholera 
on  the  23rd  August  and  its  last  on  the  27th  September.  During 
that  time  there  were  lOi  cases  and  50  deaths,  quite  a  tropical 
average.  While  in  Denholm,  Dr  M*Leod  was  assistant  to  Dr 
Young,  and  he  then  came  on  to  Hawick,  a  town  which  now 
prides  itself  as  being  "Queen  o'  a'  the  Borders,"  although 
that  same  town  refused  a  few  years  ago  an  offer  from  Dr 
M'Leod  to  erect  public  swimming  baths  —  the  "pons  asin- 
orum"  being  that  the  erection  was  to  take  place  in  part  of 
the  burgh  commonty,  viz.,  the  upper  Common  Haugh.  The 
doctor  has  seen  many  sanitary  improvements  carried  through 
in  the  enterprising  Border  town,  and  not  the  least  satisfactory 
point  of  these  may  be  summed  up  in  the  fact  that  the  annual 
death-rate  has  been  materially  reduced.  In  the  discussion 
which  followed,  some  remarks  by  Dr  M*Leod  at  the  Sanitary 
Congress,  speakers  asked  for  some  information  as  to  how  Dr 
M'Leod  treated  the  cholera  patients.  "  When  I  arrived  in 
Hawick,"  said  Dr  M'Leod,  "  I  found  six  tar  barrels  burning  to 
drive  the  cholera  away,  and  it  nearly  set  one's  head  on  fire ! " 
Of  all  those  officially  connected  with  the  cholera  epidemic  of 
that  year  in  Hawick  only  five  are  still  to  the  fore ;  of  the  doctors 
in  the  town  then  he  is  the  sole  survivor;  of  the  ministers,  all 
have  gone 

"  To  where  beyond  these  voices  there  is  peace  "  ; 

not  a  shopkeeper  of  those  times  remains ;  and  one  single  farmer, 
who  has  entered  on  his  hundredth  year,  represents  tihe  agricul- 
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tural  class.  It  may  be  noted  also  that  the  doctor  is  the  medical 
officer  of  health  for  the  burgh,  etc.,  and  when  making  a  visit 
to  the  ward  occupied  by  the  old  women  in  the  poorhouse,  one 
of  the  occupants  called  for  "  three  cheers  for  the  doctor."  It 
was  not  a  monetary  gift,  but  may  that  expression,  which  was 
accorded  a  hearty  cheer,  not  rank  alongside  the  handsome  gift 
subscribed  for  by  those  who  have  not  hitherto  felt  "  oppression's 
want  '*  ?  It  goes  a  long  way  to  show  that  Dr  M*Leod  is  the 
friend  of  rich  and  poor  alike.  This  brief  notice  cannot  be  better 
concluded  than  with  the  words  uttered  by  another  medical  gentle- 
man, who  made  the  presentation  at  the  banquet  on  behalf  of 
the  medical  profession,  when  he  said — "  We  hope  and  trust  and 
pray  that  when  the  dark  curtain  of  mortality  shall  have  de- 
scended, and  shut  out  from  his  view,  for  ever,  all  that's  best  and 
brightest  and  most  cherished  on  earth ;  when  the  fell  destroyer 
shall  have  clouded  that  clear  eye  and  chilled  that  warm  heart, 
then  may  he  have  a  place  in  that  house  of  many  mansions,  of 
which  the  builder  and  architect  is  He  who  laid  the  foundations 
of  the  earth,  and  meted  out  the  heavens  with  a  span."  And  if 
one  sentence  more  might  be  added,  could  it  be  better  than  that 
of  the  doctor  himself  in  returning  thanks — **  From  my  heart  I 
thank  you  all.  I  earnestly  pray  that  so  long  as  the  sun  shines 
on  these  hills  and  dales,  prosperity  may  shine  on  the  good  old 
town  of  Hawick."  Long  may  Dr  M*Leod  be  spared  to  walk  its 
streets. 

Jubilee  of  Dr  James  Morris,  Dunfermline 

James  Morris,  F.F.P.S.G.,  was  born  at  Cairnyhill,  three  miles 
from  Dunfermline,  in  1826.  He  began  his  medical  studies  very 
early,  for  at  the  age  of  fourteen  he  was  apprenticed  to  a  druggist 
Subsequently,  he  studied  at  Anderson's  College,  and  was  licensed 
in  September  1849.  On  the  28th  of  that  month  he  commenced 
practice  in  Dunfermline,  where  as  many  as  fifteen  to  twenty  fresh 
cases  of  cholera  were  occurring  daily.  Dr  Morris*  career  contra- 
dicts the  statement  that  a  prophet  has  no  honour  in  his  own 
country,  for  all  sections  of  the  community  have  combined  to  do 
him  honour.  The  Town  Council  and  Magistrates  are  preparing 
an  address  of  congratulation  ;  two  of  his  patients  presented  him 
with  a  brougham  ;  the  Fifeshire  Medical  Association,  which  has 
done  so  much  to  promote  good  feeling  among  the  profession  in 
the  kingdom,  gave  him  a  handsome  drawing-room  clock  and  a 
pair  of  Sevres  vases ;  the  workmen  of  Lassodie  Colliery,  to 
which  he  has  been  medical  officer  for  forty  years,  have  sub- 
scribed for  a  presentation ;  and  an  influential  committee  of 
citizens  is  making  arrangements  for  a  Dunfermline  testimonial. 
At  the  annual  meeting  of  the  Fifeshire  Medical  Association, 
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held  at  Kirkcaldy  on  September  29tb,  the  president  (Dr  H. 
Laing)  presented  to  Dr  Morris  the  testimonial  above  referred 
ta  Dr  Morris,  in  reply,  gave  some  most  interesting  reminis- 
cences of  his  long  career.  In  1849,  the  death-rate  in  the  burgh 
was  25  per  1000;  now  it  is  15.  Smallpox  was  common  during 
his  early  experience,  but  as  Dr  Morris  has  since  done  no  fewer 
than  10,000  vaccinations  without  any  evil  effects,  it  is  now  only 
^een  occasionally.  In  this  connection,  Dr  Morris  said,  "  Thank 
goodness  the  conscientious  objector  is  as  yet  an  almost  unknown 
evil  in  Scotland,  and  long  may  he  remain  so." 

The  meeting  of  the  Parochial  Board,  at  which  he  was  elected 
Parochial  Medical  Officer  in  1866,  took  place  in  the  Parish 
Church,  and  lasted  from  morning  till  night. 

During  his  fifty  years  practice  he  had  attended  50,000 
patients,  administered  chloroform  10,000  times  without  a  death, 
conducted  5000  labours  (1000  consecutive  cases  without  a  death), 
made  about  1,000,000  visits,  and  travelled  about  500,000  miles. 
Surely  a  record  of  which  he  may  well  be  proud. 

It  is  interesting  to  learn  that  Dr  Morris'  brother,  the 
U.P.  minister  of  Dairy,  is  within  measurable  distance  of  his 
professional  jubilee. 


David  Johnston,  M.A.,  M.D.,  of  Kair 

Dr  Johnston  died  at  his  residence,  Kair  House,  near  Fordoun, 
about  nine  o'clock  on  Monday,  i  ith  September,  in  the  86th  year 
of  his  age.  By  his  death  the  medical  profession  of  Scotland  has 
lost  one  of  its  oldest  members,  and  the  County  of  Kincardine  one  of 
its  most  useful  and  popular  landed  proprietors.  Dr  Johnston  was 
a  native  of  the  parish  of  Fordoun,  having  been  born  in  1 8 14  on 
the  farm  of  Mill  of  Kincardine,  of  which  his  father  was  tenant. 
He  received  his  elementary  education  at  the  school  of  Mr  Alex- 
ander Wood,  in  Laurencekirk,  to  which  he  was  sent  in  his  fifth 
year,  then  at  the  parish  school  of  Fettercairn,  under  Mr  James 
Nicholson,  and  afterwards  at  Montrose  Academy.  He  proceeded 
to  Marischal  College  in  1829  and  went  through  the  usual  curri- 
culum of  arts  with  distinction,  and  graduated  M.A.  in  1833. 
He  studied  medicine  in  the  schools  of  Aberdeen  and  Edin- 
burgh, obtaining  the  diploma  of  the  Edinburgh  Royal  College 
of  Surgeons  in  1836,  and  took  the  degree  of  M.D.  at  Aberdeen 
in  1852.  He  had  been  in  practice  for  several  years  prior  to 
obtaining  his  full  diploma,  and  acted  as  an  assistant  in  London 
for  a  year.     In   1836  he  commenced  practice  in  Montrose,  a 
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practice  which  rapidly  grew  to  be  one  of  the  most  extensive  in 
the  town  and  district  In  1849  he  was  appointed  one  of  the 
House  Sui^eons  of  the  Montrose  Infirmary,  an  appointment 
which  he  held  up  to  1871,  when  he  retired  from  active  pro- 
fessional work  and  went  to  reside  at  Kair,  a  small  estate  which 
he  had  purchased  in  1867,  and  on  which  he  erected  the  present 
handsome  mansion-house.  On  the  passing  of  the  Poor  Law 
Act  he  was  appointed  Medical  Officer  of  the  Parochial  Board, 
which  he  resigned  on  receiving  the  appointment  of  House  Surgeon 
to  the  Infirmary.  While  holding  the  latter  position,  he  was  for 
many  years  associated  with  Dr  Lawrence.  Dr  Johnston  took 
a  warm  interest  in  the  Forfarshire  Medical  Association,  and  was 
twice  elected  President  of  that  body,  his  last  term  of  that  office 
being  in  1897,  in  which  year  he,  at  the  annual  meeting,  read  a  most 
interesting  paper  on  the  changes  that  had  taken  place  in  medical 
practice  during  the  preceding  60  years.  This  address  was  pub- 
lished in  The  Scottish  Medical  and  Surgical  Joumcdy  vol.  L  He 
also  contributed  occasional  papers  to  the  medical  journals  on 
hernia,  tracheotomy,  etc. 

On  the  last  Friday  of  June  1871,  Dr  and  Mrs  Johnston  were 
entertained  at  a  cake  and  wine  banquet  in  the  Guild  Hall,  and 
were  presented  with  a  beautiful  silver  vine  epergne,  with  plateau 
and  four  dessert  stands  to  match,  the  epergne  bearing  the  in- 
scription : — •*  Presented  to  David  Johnston,  M.A.,  M.D.  (of  Kair), 
by  a  few  friends  on  his  retirement  from  his  profession. — Montrose, 
June  1 871."  Since  his  retirement  Dr  Johnston  has  resided  at 
Kair,  where  his  marked  attention  to  all  those  around,  who  re- 
ceived his  ungrudging  advice,  was  ever  highly  appreciated  ;  many 
coming  from  distances  for  his  opinion.  Dr  Johnston  was 
J.P.  for  the  Counties  of  Forfar  and  Kincardine.  In  May  1876 
he  was  elected  Chairman  of  Fordoun  Parochial  Board,  a  position 
which  he  held  until  April  1895,  and  in  which  his  professional 
knowledge  was  frequently  of  great  advantage  to  the  Board  in 
connection  with  many  cases  that  came  before  it  He  was 
scarcely  ever  absent  from  any  of  the  Board  meetings.  He  also 
held  a  seat  on  Fordoun  School  Board  for  some  years.  Dr 
Johnston  married  Eliza,  a  daughter  of  the  late  Provost  Charles 
Barclay,  Montrose,  and  a  sister  of  the  late  Provost  Robert 
Barclay,  of  Inchbrayock.  She  was  believed  to  be  a  direct  des- 
cendant of  John  de  Berkeley,  who,  in  the  reign  of  Alexander  II., 
held  various  lands  in  Kincardineshire.  She  was  one  of  the  most 
amiable  of  ladies,  a  true  helpmeet  to  her  husband  when  he  was 
immersed  in  practice,  and  her  death  a  few  years  ago  told  severely 
on  the  doctor.  Than  Dr  Johnston,  few  medical  men  more  en- 
deared themselves  to  the  community,  it  being  a  common  re- 
mark that  his  presence  in  a  sick-room  was  better  than  medicine. 
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An  esteemed  correspondent  and  life-long  friend  of  the  doctor 
says,  regarding  Dr  Johnston : — This  well-known  and  much- 
esteemed  gentleman,  we  deeply  r^ret  to  say,  is  no  more.  On 
Monday,  at  9  P.M.,  he  died  at  his  residence,  Kair  House,  to 
which  he  retired  from  the  onerous  duties  of  a  lai^e  town  and 
county  practice  in  the  early  months  of  187 1.  Since  then  he  has 
lived  the  life  of  a  country  gentleman,  although  ever  ready  to 
give  the  benefit  of  his  medical  skill — the  matured  fruit  of  his 
long  experience — to  all  who  sought  it.  For  the  long  space 
of  well  nigh  35  years  prior  to  the  period  mentioned  he  held 
a  foremost  place  among  medical  practitioners  in  Montrose — 
perhaps  it  is  not  too  much  to  say  among  provincial  practitioners 
in  Scotland.  By  night  and  by  day  he  was  to  be  found  at  the 
post  of  duty  doing  much  hard  and  faithful  work.  Essentially 
an  all-round  man  of  the  good  old  type,  there  were  few  contin- 
gencies of  medical  and  surgical  life  that  he  did  not  from  time  to 
time  encounter  and  skilfully  grapple  with.  His  sound,  practical 
judgment  seldom  went  astray.  He  was  jealous  of  novelty,  and, 
before  adopting  alleged  improvements,  he  was  careful  to  assure 
himself  that  they  were  not  crude  fancies.  He  loved  his  pro- 
fession, and  found  in  its  practice  full  scope  for  healthful  mental 
exercise  and  real  philanthropy.  His  friendship  was  very  genuine 
and  true.  The  writer  of  this  brief  notice  can  now  look  back  on 
a  friendly  intimacy  of  upwards  of  half  a  century,  never  once 
disturbed  by  a  hasty  word  or  unkindly  deed.  You  could  count 
on  Dr  Johnston.  His  goodwill  and  friendly  services  were  not 
at  the  mercy  of  the  fitful  passing  breeze.  And  we  need  not 
wonder  that  such  features  of  character,  coupled  with  high  in- 
telligence and  the  kindly  humour  which  pervaded  his  social 
intercourse,  gave  him  a  high  place  in  the  confidence  and  esteem 
of  a  wide  circle  of  friends.  Dr  Johnston  remained  so  long  hale 
and  vigorous  in  mind  and  body  that  it  was  almost  with  a  feeling 
of  incredulity  that  his  friends,  not  many  days  ago,  received  the 
intelligence  that  he  was  lying  prostrate  with  what  was  likely  to 
prove  a  fatal  illness.  Day  by  day  weakness  increased,  and,  as 
mentioned,  the  end  has  now  come. 


Scottieb  fDebical  Dews 


Professor  Sir  Thomas  Grainger  Stewart. — Our  readers 
will  be  pleased  to  know  that  Sir  Thomas  Grainger  Stewart  is 
steadily  regaining  strength  after  his  late  severe  illness.  The 
state  of  his  health  is  unfortunately  still  not  sufficiently  re- 
established to  justify  him  in  taking  up  his  University  duties 
this  winter. 


4Qa  Scottisk  Medical  News 

With  the  approval  of  the  University  Court,  the  following 
arrangements  have  been  made  and  are  now  being  carried  out : 
— Dr  John  Wyllie  is  delivering  the  systematic  course  of  lectures 
on  Practice  of  Physic  in  the  University ;  and  Dr  Bruce,  who 
is  attached  to  Sir  Thomas*  wards  in  the  Royal  Infirmary  as 
Assistant  Physician,,  has  charge  there. 

Jubilee  of  the  First  Woman  Graduate  in  Medicine. 

— In  connection  with  the  opening  of  the  winter  session  in  the 
Medical  College  for  Women,  Minto  House,  Edinburgh,  Dr  J. 
W.  Ballantyne  gave  an  introductory  lecture  to  the  Class  of  Mid- 
wifery on  the  subject  of  the  jubilee  of  the  first  woman  graduate 
in  medicine.  He  pointed  out  that  it  was  now  fifty  years  since 
Miss  Elizabeth  Blackwell  had  received  the  diploma  of  doctor  of 
medicine  from  the  University  of  Geneva,  a  little  town  in  New 
York  State.  He  read  the  description  of  the  graduation  cere- 
mony of  1849,  which  had  come  down  to  them  from  the  pen  of 
Miss  Blackwells  brother,  who  had  been  an  eye-witness  of  the 
event  Miss  Blackwell  was  born  in  England,  but  her  family  had 
emigrated  to  the  United  States.  He  was  glad  to  say  she  was 
still  with  them,  and  he  had  had  the  pleasure  of  meeting  her 
no  longer  ago  than  last  month  (September),  and  she  had  sent 
to  them  a  word  or  two  of  greeting  and  advice  in  the  letter 
which  he  then  read  to  the  class. 


Dew  Booft0  anb  Dew  Ebitions 


An  Experimental  Research  into  Surgical  Shock.    By  George 

W.   Crile,    M.A.,   M.D.      8vo,    pp.    clx.      London:     J.    R 
Lippincott  Company.     1899.     Price  12s.  6d. 

This  work  by  Dr  Crile  is  a  valuable  contribution  to  the  subject 
of  surgical  shock,  which  he  has  investigated  by  experimental 
work  upon  dogs  in  an  elaborate  and  exhaustive  manner.  Anaes- 
thesia was  used  in  all  cases,  and  this,  while  it  detracts  from 
the  value  of  the  investigation  in  some  ways,  perhaps  increases 
its  value  for  the  surgeon,  who  generally  operates  upon  patients 
who  are  anaesthetised.  The  mode  of  investigation  and  the 
series  of  experiments  are  clearly  and  fully  described,  108  pages 
in  the  volume  of  154  being  devoted  to  this  part.  Numerous 
tracings  illustrate  the  effects  upon  respiration  and  blood  pressure 
during  the  infliction  of  injury,  and  also  the  result  of  artificial 
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respiration,  change  of  posture,  saline  injections,  and  other 
means  of  stimulation  during  the  experiment.  A  series  of 
charts  is  also  given  to  illustrate  the  aggregate  results  of  in- 
juries upon  special  tissues  or  organs.  These  help  materially 
to  elucidate  the  text,  and  are  of  the  highest  interest 

The  author  at  the  outset  gives  an  historical  resum6  of  the 
theories  concerning  shock,  and  remarks  that  John  Hunter  in 
1784  was  probably  the  first  to  describe  the  condition.  He 
refers  to  the  classical  experiments  by  Goltz  in  1870  upon 
the  frog,  which  indicated  vaso  motor  paralysis  as  a  cause, 
and  draws  attention  to  the  two  chief  theories — the  neuro  and 
hcemo  hypotheses.  Hodge's  investigations  on  the  alterations 
in  nerve-cells  during  rest  and  fatigue  are  alluded  to  in  the 
belief  that  similar  changes  may  result  from  the  profound 
functional  disturbances  associated  with  shock.  The  conclu- 
sions drawn  from  the  experimental  work  are  clearly  stated, 
and  on  the  whole  support  the  combined  neuro-hoemo  theory. 
The  author  draws  a  distinction  between  collapse  and  shocks 
and  says  that  while  the  various  factors  cardiac,  respiratory, 
haemorrhage,  and  vaso-motor  give  rise  to  phenomena  appro- 
priately termed  collapse,  surgical  shock  is  mainly  due  to 
an  impairment  or  a  break-down  of  the  vaso-motor  mechanism, 
although  all  the  factors  causing  collapse  may  add  to  it  When 
the  influence  of  injury  upon  different  r^ions  is  noted,  we  find 
that  the  experience  of  surgeons  in  regard  to  the  class  of  case 
or  injury  in  which  shock  is  most  apt  to  occur  is  just  that  of 
the  author  in  his  experimental  work.  As  Dr  Crile  puts  it, 
"  the  more  specialised  and  abundant  the  nerve  supply  to  a 
part,  the  more  will  it  contribute  to  the  production  of  shock 
when  subjected  to  injury." 

The  inhibitive  power  of  cocaine  to  the  production  of  shock 
is  specially  referred  to,  and  forms  an  interesting  and  valuable 
part  of  the  work.  Local  anaesthesia,  together  with  incomplete 
general  anaesthesia,  may  have  a  future  in  surgery. 

Dr  Crile  in  his  work  has  focussed  much  of  what  has  been 
generally  accepted  regarding  sui^ical  shock,  and  the  record  of 
experimental  work  which  he  has  carried  out  in  this  research, 
while  it  is  a  tribute  to  his  diligence,  must  be  welcomed  by  all 
who  are  working  on  the  same  or  similar  lines  as  a  further  step 
towards  the  solution  of  a^  difficult. problem  in  pathology,   .     . 
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The  Ready  Reference  Handbook  of  Diseases  of  the  Skin. 
By  George  Thomas  Jackson,  M.D.  (CoL).  Third  Edition, 
revised  and  enlarged.  Post  8vo,  647.  London :  Henry  Kimp- 
ton.     Price  los.  6d.  net 

A  WORK  which  has  reached  a  third  edition  has  to  a  certain 
extent  got  beyond  criticism,  and  Dr  Jackson's  book  is  in  its 
way  one  which  merits  its  success.  But  it  has  one  fatal  defect 
It  is  perfectly  true  that  the  classification  of  skin  diseases  is 
unsatisfactory.  Not  one  of  the  many  attempts  can  be  said  to 
have  achieved  success.  But  any  one  of  them  is  better  than  the 
alphabetical  system  which  Dr  Jackson  has  so  unfortunately 
adopted.  If  every  patient  brought  with  him  a  little  card, 
inscribed  with  the  diagnosis  of  his  disease,  no  matter  how 
many  names  there  were  for  the  same  ailment,  the  possessor  of 
Dr  Jackson's  book  would  find  in  it  an  excellent  account  of 
that  disease  and  full  directions  as  to  treatment  But  until  this 
card  system  is  introduced,  any  system  of  classification  is  better 
than  none ;  and  Dr  Jackson's  alphabetical  arrangement  is  none. 

In  reviewing  a  book  on  skin  diseases  one  naturally  turns 
first  to  the  section  on  eczema,  and  here  we  regfret  to  note  the 
sentence,  "  Fortunately,  a  diagnosis  of  eczema  will  fit  one  out 
of  every  three  cases."  It  is  just  this  laxity  in  diagnosis  that 
keeps  Dermatology  in  a  back  place  in  the  science  of  medicine. 
A  page  or  two  further  on  we  find  it  stated,  **  of  course  the 
eruption  in  scabies  is  an  eczema ;  but  it  is  important  to  recognise, 
where  possible,  the  cause  of  an  eczema  in  order  to  cure  it"  Of 
course  it  is,  and  it  is  lai^ely  this  laxity  in  the  use  of  the  term 
eczema  which  has  increased  the  difficulties  of  its  cure. 

There  are  7  5  illustrations  in  the  text,  many  of  them  old 
familiar  friends,  and  only  very  few  of  them  good.  In  the 
introductory  part  of  the  volume  there  are  some  useful  notes  on 
the  various  drugs  used  in  Dermatology,  and  three  and  a  half 
pages  are  occupied  with  Dermatological  Dorits  with  almost 
every  one  of  which  we  thoroughly  agree. 

A  system  of  aids  to  pronunciation,  not  confined  to  the 
English  language,  runs  throughout  the  book,  and  from  our 
experience  of  some  dermatological  congresses,  it  is  far  from 
superfluous. 

It  would  be  unjust  not  to  mention  that  there  is  an 
elaborate   system    of  cross   reference,   which,   if  the  observer 
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knows  any  correct  name  for  the  disease  before  him,  will 
enable  him  at  once  to  turn  to  the  proper  place  for  its 
description  and  treatment. 


Ringworm,  and  some  other  Scalp  affections :  their  cause  and 

cure.    By  Haydn  Brown,  L.R.C.P.Ed.   8vo,  pp.  1 75.    London : 
J.  &  A.  Churchill.     Price  55. 

We  have  read  and  reviewed  many  works  on  diseases  of  the 
skin,  but  never  such  an  extraordinary  production  as  this.  The 
author  sets  himself  the  task  of  demonstrating  to  his  readers  that 
ringworm  is  due,  not  so  much  to  the  implantation  and  growth 
of  a  fungus,  as  to  the  possession  by  the  patient  of  what  he  calls 
the  fungus  dyscrasia. 

It  is  somewhat  of  a  novelty  to  find  an  author  in  this  the 
last  (or  second  last  ?)  year  of  the  nineteenth  century,  belittling 
causes  of  disease  and  extolling  dyscrasias  and  soils  as  all  im- 
portant Many  pages  are  entirely  occupied  with  long  quota- 
tions from  the  works  of  Aldersmith,  Malcolm  Morris  and  Allan 
Jamieson  ;  the  name  of  the  latter  is  invariably  misspelt. 

In  dealing  with  Alopecia  Areata,  the  author  says :  "  He 
would  be  incontinently  impelled  to  the  opinion  that  the  latter 
affection  (A.  A.)  is  as  much  due  to  a  fungus  as  is  the  former 
(ringworm),  and  that  the  growth  of  the  fungus  is  determined  by 
a  soil,  which  soil  is  the  product  of  a  dyscrasia."  With  regard 
to  the  treatment  of  this  disease,  he  says  he  finds  "  the  effects  of 
local  treatment  ridiculous,  and  of  general  treatment  magical." 
In  our  anxiety  to  discover  this  philosopher's  stone  we  turn  to 
the  section  on  treatment,  and  there  we  find  that,  in  the  author's 
opinion,  "  ringworm  may  be  cured  by  internal  medicine  alone." 
This  internal  treatment  appears  to  consist  mainly  in  change 
of  air,  preferably  to  Buckhurst  Hill  or  Woodford  in  Epping 
Forest,  plenty  of  bacon  fat,  and  ale  for  breakfast  and 
supper.  One  case  was  treated  with  Syr.  Feri.  Phosph.  Co., 
and  a  little  Ungt  Hydrag.  Ammoniat.  rubbed  in  twice  daily 
for  a  few  days.  "  The  child  took  one  small  bottle  of  the 
medicine,  and  had  the  ointment  rubbed  in  for  only  three  days." 
" /  only  saw  the  child  once'*  One  more  quotation — specially 
interesting  to  Scotsmen — "  I  can  conceive  it  possible  for  dirt, 
vitiated  atmosphere,  and  oatmeal  porridge  (the  italics  are  the 
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reviewer's)  to  produce  Favus  in  Scotland,  while  the  same 
external  influences,  with  a  different  food^  would  not  be  enough 
to  cause  it  in  England."  "  London  street  arabs  may  get  very 
little  porridge  .  .  .  they  may  get  just  those  scraps  of  bread, 
dripping,  and  what  not,  that  may  save  them  from  Favus." 

These  quotations  should  be  enough  to  show  that  perhaps 
the  most  charitable  view  to  take  of  the  book  is  that  it  is  a 
somewhat  laboured  and  elaborate  piece  of  humorous  writing. 
Only,  when  he  makes  his  next  effort,  we  should  advise  the 
author  to  make  it  shorter,  and  to  write  in  blank  verse,  which 
lends  itself  more  to  humour. 


Asthma:    Recent    Developments   in    its   Treatment     By 

Ernest  Kingscote,  M.B.,  CM.,  L.R.C.S.Ed. ;  Fellow  of 
the  Medical  Society  of  London,  etc.  8vo,  pp.  183.  Plates 
and  illustrations.  London :  Henry  J.  Glaisher.  1899.  Price 
5$.  net. 

One  is  a  little  startled,  on  opening  a  book  with  such  a  definite 
title,  to  find  that  only  five  of  its  sixteen  chapters  deal  with 
asthma  directly,  and  it  is  difficult,  until  one  is  well  through  the 
book,  to  understand  what  the  chapters  on  percussion,  on  the 
approximate  anatomy  of  the  living  heart,  the  seven  sections 
dealing  with  various  aspects  of  cardiac  dilatation,  and  so  on,  are 
doing  in  this  galley  at  all.  Dr  Kingscote  believes,  however, 
that  asthma  is  due  in  the  vast  majority  of  cases,  if  not  in  all, 
to  cardiac  dilatation.  The  dilatation  may  be  produced  by  a 
great  variety  of  causes,  among  which,  curiously  enough,  Dr 
Kingscote  includes  asthma  (!),  and  exerts  its  evil  effect  by 
increasing  the  weight  of  the  oi^an.  When  the  patient  is 
lying  down,  the  heavy  heart,  which  is  supposed  to  "flop" 
in  the  direction  of  gravity,  presses  upon  the  trunks  of  the 
pneumogastric  nerves,  and  with  its  systole  and  diastole  exerts 
an  intermittent  and  irritating  pressure  upon  them.  As  the 
vagi  lie  close  to  the  bony  spine,  "the  beat  of  the  heart  can 
hammer  the  nerves  as  though  upon  an  anvil."  The  author  is 
assisted  in  diagnosing  dilatation  of  the  heart  in  cases  where 
emphysema  conceals  it  from  ordinary  observation,  by  a  plexi- 
meter  of  his  own  invention.  His  answer  to  the  question,  why 
everyone  with  cardiac  dilatation  does  not  have  asthma,  is,  in 
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substance,  that  exactly  the  proper  amount  of  dilatation  must  be 
present  in  order  to  irritate  the  vagi.  The  whole  subject  of 
reflex  asthma  is  dismissed  in  the  most  curt  way,  and  a  hint  is 
given  that  possibly  the  asthma  is  not  produced  by  a  direct 
reflex,  but  by  an  intermediate  production  of  cardiac  dilatation. 
All  the  cases  of  hay  fever,  for  instance,  which  Dr  Kingscote 
has  seen,  suffered  from  dilatation. 

The  treatment  of  asthma  resolves  itself  therefore  into  the 
treatment  of  cardiac  dilatation,  and  that  again  into  the  Schott 
treatment  by  baths  and  resisted  exercises.  The  author  has  a 
fine  faith  in  his  views,  and  however  inaccurate  his  pathology 
and  loose  his  reasoning,  he  seems,  to  judge  by  the  illustrative 
cases  which  he  quotes,  to  get  good  results.  In  recounting 
these  cases,  by  the  way,  a  somewhat  greater  reticence  as  to 
personal  details  might  not  have  been  amiss. 

Books  of  this  kind,  by  their  very  one-sidedness,  serve  a  good 
purpose  by  causing  us  to  re-examine  the  foundations  of  opinion, 
especially  when  they  are  written  in  a  forcible  style,  as  this 
one  is. 

In  fact,  the  author's  buoyancy  of  conviction  is  apt  to  carry 
us  over  many  of  his  pathological,  clinical,  and  logical  errors, 
and  it  cannot  be  denied  that  there  is  both  interest  and 
suggestiveness  in  the  book. 


Enlargement  of  the  Prostate :  its  treatment  and  Radical 

Cure.  By  C.  Mansell  Moullin,  M.D.  Oxon,  F.R.C.S., 
Surgeon  and  Lecturer  on  Surgery  at  the  London  Hospital, 
etc.,  etc.  Second  Edition.  8vo,  pp.  211,  5  illustrations. 
London  :  H.  K.  Lewis.     1899.     Price  6s. 

Since  the  publication  of  the  first  edition  of  this  work  a  great 
deal  has  been  done  on  the  operative  treatment  of  prostatic 
enlargement,  and  as  might  be  expected  the  most  important 
changes  in  the  present  edition  are  to  be  found  in  the  chapters 
dealing  with  this  aspect  of  the  question.  When  the  book  first 
appeared  the  value  of  castration  and  vasectomy  as  therapeutic 
measures  in  enlarged  prostate  were  still  being  debated,  and 
opinions  differed  widely  as  to  the  benefit  accruing  from  these 
operations.  Nor  had  the  surgical  mind  been  made  up  as  to 
the  cases   most  appropriate   for  these    measures.     Time   has 

2  G 


466  New  Books  and  New  Editions 

solved  some  of  the  problems  then  in  dispute,  and  the  chapter 
on  "  the  effect  upon  enlargement  of  the  prostate  of  orchidec- 
tomy,  and  of  operations  upon  the  structures  contained  in  the 
spermatic  cord,"  which  has  been  entirely  remodelled  and 
written  afresh,  furnishes  us  with  an  admirable  summary  of  the 
present  day  opinion  on  these  subjects.  The  operation  of 
vasectomy  claims  a  much  larger  share  of  attention  than 
previously,  although  it  does  not  find  favour  with  the  author 
in  comparison  with  orchidectomy  ;  and  he  believes  that  it  is  only 
when  the  nerves  accompanying  the  vas  are  divided  that  any 
benefit  can  be  hoped  for. 

Room  has  been  found  for  this  new  material  by  the  omission 
of  descriptions  of  many  of  the  older  operations  on  the  gland 
itself,  which  have  been  superceded  b)'  those  set  forth  in 
Chapter  X.  "  on  the  radical  treatment  of  enlargement  of  the 
prostate,"  which  has  also  been  rewritten  and  considerably  aug- 
mented. The  author's  remarks  on  the  general  treatment  of 
this  condition  are  most  practical  and  valuable,  and  deserve 
careful  perusal. 

The  description  of  the  histo-pathology  of  prostatic  enlai^e- 
ment  is  rendered  clear  by  a  number  of  excellent  illustrations. 

Altogether,  we  welcome  this  edition  as  an  up-to-date  and 
well-reasoned  presentment  of  a  most  important  and  highly 
practical  surgical  subject 


Manual  of  the  Diseases  of  Children.  By  Prof.  John  Maddisok 
Taylor,  A.M.,  M.D.  Phila.,  and  William  H.  Wells,  M.D. 
Phila.  8vo,  pp.  743,  with  6  plates  and  25  illustrations  in  the 
text.     London  :  Henry  Kimpton.     1899.     Price  i6s.  net. 

Coming  after  such  books  as  those  of  Starr,  Rotch,  and  Holt, 
this  latest  American  text-book  on  the  diseases  of  children  is 
very  disappointing.  Whilst  nothing  in  the  book  reaches  a 
high  standard,  the  chapters  on  the  Physiology  of  the  Infant, 
and  on  Infant  Feeding,  and  parts  of  the  chapters  on  the 
Alimentary  System  and  on  the  Infectious  Diseases  are  pro- 
bably the  best ;  the  chapters  on  the  Heart,  the  Blood,  and 
the  Liver,  are  far  from  good.  The  book  bears  evidence 
throughout  of  great  carelessness  ;  the  grammar  and  composition 
are  in  many  parts  so  bad  that  a  few  sentences  may  be  quoted. 
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**  Disorders  of  the  liver  are  more  frequently  due  to  secondary 
changes  usually  preventable  than  in  those  of  almost  any  other 
organ.  The  causal  processes  of  these  operate  over  long 
periods  of  time,  and  it  is  a  quality  of  infantile  tissue  to  escape 
many  of  them.  Moreover  this  very  rarity  limits  the  possi- 
bility of  any  one  observer  coming  in  contact  with  many  in- 
stances of  organic  hepatic  disease,  rendering  them  less  ready 
to  invite  much  literary  attention."  "  What  has  been  considered 
a  pathologic  leukocyte  or  the  myelocytes  are  rarely  absent  in 
leukemia  and  has  been  considered  by  some,  especially  Erlich 
{sic)y  as  containing  the  utmost  significance  in  the  diagnosis  of 
leukemia."  There  are  hundreds  of  such  sentences  in  the  book  ! 
Again  one  meets  with  "  Bacterium  coli  communis,"  "  focci  of 
infection,"  "Serratus  posticus  superioris,"  etc.  Enough  has 
been  said  to  show  the  extremely  slovenly  manner  in  which 
the  book  has  been  written. 


Materia  Medica:  an   Introduction   to   the   Study   of.    By 

Henry  G.  Greenish,  F.I.C,  F.L.S.,  Professor  of  Materia 
Medica  and  Pharmacy  to  the  Pharmaceutical  Society  of  Great 
Britain.  8vo,  pp.  511,  with  213  illustrations.  London:  J.  & 
R.  Churchill.     1899.     Price  15s. 

This  admirably  written  book  by  the  Professor  of  Materia 
Medica  and  Pharmacy  to  the  Pharmaceutical  Society  of  Great 
Britain  is  sure  to  be  welcomed  by  students  of  pure  pharmacy  ; 
but  though  the  author  declares  it  is  designed  for  students  of 
medicine  also,  we  do  not  think  the  latter  will  take  to  it  at  all, 
for  it  gives  very  minute  technical  descriptions  of  crude  drugs, 
it  takes  no  note  whatever  of  the  various  preparations,  official 
or  otherwise,  it  does  not  deal  with  the  great  group  of  inorganic 
medicines,  and  its  therapeutic  and  pharmacological  information 
is  feeble  and  meagre.  Though  the  author  calls  his  book  an 
*'  Introduction,"  he  really  carries  it  further  than  this  as  far  as 
pure  materia  medica  is  concerned,  but,  as  we  have  hinted,  his 
information  on  the  uses  of  drugs  is  so  incomplete  and  unfinished 
as  to  be  in  certain  instances  almost  dangerous.  We  should  be 
glad  to  know  why  Kola  is  throughout  the  book  spelled  Cola. 
With  regard  to  habitats,  it  would  have  been  better,  and  indeed 
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more  accurate,  to  talk  of  Britain  instead  of  England.  The 
illustrations  are  a  strong  feature  of  the  work,  and  deserve  great 
praise. 

A  Short  Practice  of  Midwifery,  embodying  the  treatment 
adopted  in  the  Rotunda  Hospital,  Dublin.  By  Henrt 
Jellett,  B.A.,  M.D.,  etc.  Second  Edition.  Post  8vo,  pp.  xiv. 
381.     London:  J.  &  A.  Churchill.     1899.     Price  6s. 

That  a  second  edition  has  been  called  for  within  two  years 
shows  that  this  work  has  met  with  acceptance,  and,  especially 
since  the  opportunity  has  been  taken  to  rewrite  much  of  it,  it 
will  deserve  the  continuance  of  this  acceptance.  In  the  new 
edition  the  matter  has  been  well  brought  up  to  date  and  at 
several  points  the  book  is  unsurpassed.  The  discussion  of 
Eclampsia  is  one  of  the  best  summaries  of  the  present  position 
of  the  subject  to  be  found  in  English.  The  section  on  Abortion 
is  not  so  good  ;  but  here  as  in  many  other  instances  the  faults 
depend  on  differences  of  practice,  and  the  author  would  have 
failed  in  his  purpose  had  he  abandoned  that  of  the  Dublin 
school. 


The  Newer  Remedies.  By  Virgil  Coblentz,  Professor  of 
Chemistry  in  the  New  York  College  of  Pharmacy.  Third 
Edition.  i8mo,  pp.  147.  Philadelphia:  P.  Blakiston's  Son 
&  Company.     1899.     Price  5  s.  net. 

While  in  the  main  an  admirable  list  of  the  Newer  Remedies, 
it  is  regretable  that  proprietary  nostrums  of  unknown  or  doubtful 
composition,  and  of  still  more  doubtful  value,  should  have  been 
included.  No  doubt  the  author  wished  to  be  as  exhaustive  as 
possible,  but  we  think  the  purpose  of  the  work  would  have  been 
amply  fulfilled  without  them. 


abstracts  from  IRcccnt  literature 


MEDICINE 

Tabetic  Crises  with  High  Fever  (Pel,  Berl.  klin.  IVoc/Ly 

1899,  561). — Febrile  crises  in  locomotor  ataxia  have  apparently 
hitherto  escaped  observation.  The  patient  was  a  man  in  the 
second  stage  of  ataxia,  showing  loss  of  the  knee-jerks,  sensory 
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disturbances,  the  Ai^yll-Robertson  pupil,  bladder  symptoms, 
and  Charcots  disease  of  the  thumb  joint. 

The  crises  (five  of  which  were  observed)  began  with  chilliness, 
but  no  definite  rigor,  and  great  malaise.  Then  shooting  pains 
in  the  legs  were  complained  of,  and  were  accompanied  by 
painful  muscular  twitchings ;  next  the  hands  were  similarly 
affected,  passing  into  a  state  of  spastic  contraction.  In  an  hour 
or  two  there  was  severe  vomiting  of  acid  watery  fluid,  and  later 
severe  pain  in  the  eyes,  conjunctival  injection,  photophobia,  and 
lachrymation.  The  next  day  all  the  symptoms  were  gone. 
During  the  crises  the  temperature  rose  to  105*  and  the  pulse  to 
1 50.  A  crop  of  labial  herpes  followed  each  attack.  No  abnor- 
mality of  any  of  the  internal  viscera  could  be  made  out  after  the 
crises. 


Pneumonia  of  the  Aged. — On  account  of  the  prevalence 
of  this  disease  amongst  old  people,  Dr  Babcock  draws  attention 
to  it  in  th^  Journal  of  the  American  Medical  Association  (August 
19,  1899).  He  is  convinced  that  the  form  of  this  disease  which 
causes  such  a  mortality  in  the  aged,  is  due  to  the  pneumococcus 
and  not  to  an  extension  of  bronchitis  as  is  usually  supposed. 
That  bronchitis  is  frequently  present  he  is  well  aware  of,  but 
that  when  broncho-pneumonia  ensues,  he  afiirms  it  is  due  to  the 
pneumococcus  or  other  infection.  Profound  exhaustion  and 
debility  and  other  signs  show  its  close  relation  to  the  lobular 
form,  but  in  reality  it  has  the  lobar  distribution,  though  on 
account  of  the  associated  bronchitis  this  is  not  easily  made  out, 
and  so  it  still  more  closely  resembles  a  catarrhal  inflammation. 
Though  the  decrepitude  of  old  age  predisposes  to  pneumonia, 
yet  the  form  that  chiefly  attacks  aged  persons  in  the  same  way 
as  hearty  young  adults  is  lobar.  The  author  gives  statistics 
showing  the  prevalence  of  pneumonia  in  persons  above  sixty 
years  of  age.  Early  recognition  of  the  disease  and  its  prompt 
treatment  are  necessary,  and  this  is  not  always  easy,  for  senile 
pneumonia  is  often  latent  and  comes  on  insidiously.  The 
onset  is  seldom  marked,  rigors  are  often  absent  and  often  merely 
malaise  is  complained  of.  Thoracic  pain  may  be  absent  or  may 
be  very  severe,  or  it  may  be  present  in  the  extremities.  Cough 
is  usually  present  but  may  be  slight  or  paroxysmal  in  character, 
and  the  sputum  may  be  entirely  wanting  in  pneumonia  of  the 
aged,  or  when  present  is  seldom  rusty. 

Generally  there  is  only  trifling  respiratory  embarrassment 
The  patient's  temperature  is  seldom  high,  usually  just  about 
100'  F.,  and  seldom  exceeding  102°.  The  heart  soon  shows 
enfeeblement  and  the  pulse  becomes  rapid,  weak  and  inter- 
mittent. 
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Pneumonia  in  the  aged  is  often  very  unlike  the  same  disease 
in  the  young.  It  presents  a  type  pecuh'ar  to  itself,  and  distinc- 
tive. Though  physical  signs  may  be  awanting,  the  symptoms 
alone  of  chill,  fever  and  prostration  will  often  warrant  a 
diagnosis  of  pneumonia.  The  prognosis  is  very  grave.  Pro- 
found prostration  coming  on  early,  and  increasing  in  spite  of 
generous  stimulation  is  of  grave  significance.  If  the  patient 
cannot  take  and  assimilate  sufficient  nourishment  the  case  is 
hopeless.  As  regards  treatment,  aged  pneumonic  patients  bear 
well  and  require  large  doses  of  strychnine,  stimulants  as  alcohol 
in  small  doses,  and  ammonia  in  frequently  repeated  doses  are 
usually  of  great  benefit ;  as  little  medicine  as  will  meet  the 
indications  should  be  given  as  the  stomach  is  very  easily 
deranged.  Because  of  the  tendency  to  renal  insufficiency 
nourishment  should  be  largely  fluid,  and  nothing  is  so  suitable 
as  milk  and  properly  prepared  beef  juice. 


Bromide  of  Camphor  in  the  Treatment  of  Nervous 

Troubles. — Dr  Hasld  {Gazette  Hebdom.,yA  Sept.  1899),  in  a 
thesis  presented  to  the  University  of  Paris,  gives  an  account  of 
the  uses  of  this  drug.  It  is  an  excellent  cerebral  sedative,  and 
has  been  found  of  great  benefit  in  cases  oi  delirium  tremens  and 
in  affections  of  the  genito-urinary  apparatus  as,  for  example, 
vesical  tenesmus,  or  in  the  painful  erections  found  in  gonorrhoea. 
In  the  bladder  troubles  incident  to  prostatic  hypertrophy  the 
drug  acts  most  beneficially.  The  monobromide  of  camphor 
acts  well  in  the  dentition  troubles  of  infants,  and  subdues  the 
convulsive  attacks  caused  by  dental  irritation.  On  attacks 
of  epilepsy  its  action  is  not  so  marked,  but  it  has  a  very 
favourable  action  in  these  cases  of  epileptic  vertigo.  The  dose 
is  from  20  centigrammes  to  4  grammes. 


COCAINOMANIA. — In  a  paper  in  the  April  number  of  the 
Australasian  Medical  Gazette,  Godfrey  gives  his  experience  of 
the  effects  of  the  cocaine  habit  in  several  patients.  In  most  of 
the  cases  of  cocainomania  which  he  had  met  with,  it  was  at  first 
combined  with  the  morphine  habit,  the  morphine  being  ulti- 
mately left  off*  and  the  cocaine  alone  continued.  While  in 
morphinomaniacs  there  are  no  pathological  changes  that  can 
be  said  to  be  caused  by  the  direct  action  of  the  drug  on  the 
tissues,  in  the  case  of  those  suffering  from  the  cocaine  habit 
it  has  been  found  in  the  few  cases  that  have  been  examined 
post-mortem,  that  various  alterations  have  taken  place.  The 
leucocytes  become  spherical  and  the  central  nervous  system 
shows  hyperaemia  while  the  rest  of  the  organs  are  anaemic 
There  is  also  albuminoid  degeneration  of  the  ganglion  cdls 
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of  the  medulla  oblongata,  of  the  spinal  cord,  of  the  cells  of  the 
spinal  ganglia,  degeneration  and  atrophy  of  the  liver  cells  and 
the  muscular  fibres  of  the  heart  and  arteries.  The  small  vessels 
have  been  found  contracted  and  containing  emboli. 

The  cocaine  habit  is  usually  commenced  as  a  means  of 
breaking  off  the  morphia  habit,  and  so  long  as  cocaine  is  taken 
there  is  no  return  to  morphia,  but  if  the  patient  takes  again  to 
morphia  in  an  endeavour  to  break  off  the  cocaine  habit  much 
larger  quantities  are  taken  than  at  first.  The  cocaine  habit  may 
also  be  commenced  by  the  use  of  a  cocaine  spray  for  the  nose 
in  cases  of  coryza,  etc. 

The  cocaine  habit  is  much  more  seductive  and  rapid  in  its 
eflTects  in  breaking  down  the  mental  powers  than  is  morphine, 
and  is  more  insidious  from  the  fact  that  in  the  early  stage  there 
are  none  of  the  unpleasant  after  effects  that  attend  the  taking 
of  morphine,  such  as  morning  headache  and  bad  taste  in  the 
mouth.  At  first,  with  small  hypodermic  doses  the  mental  and 
bodily  vigour  is  increased,  but  the  system  gradually  becomes 
tolerant  and  the  habit  is  established  in  from  four  to  six  weeks* 
Then  an  intense  craving  for  the  drug  comes  on  with  great 
depression,  anorexia,  insomnia  and  nervous  tremors.  Ultimately 
insanity  supervenes. 

As  the  habit  becomes  established  there  are  extravagant 
visions,  followed  by  a  period  of  exaggeration  of  the  reflexes, 
during  which  period  the  patient  often  sees  a  peculiar  spectacle 
round  a  light,  consisting  of  concentric  coloured  rings.  The  face 
shows  the  deadly  pallor  characteristic  of  the  cocainomaniac. 
There  is  generally  neurasthenia  and  nervous  trembling  in 
advanced  cases.  After  a  time  marked  mental  symptoms  show 
themselves.  There  is  psychical  over-sensitiveness,  and  feelings  of 
apprehension,  with  irritability,  suspiciousness  and  general  mental 
exaltation.  Hallucinations  of  the  various  senses  then  appear, 
those  of  the  cutaneous  system  being,  according  to  Saury,  the 
first  to  appear.  Insanity  of  a  hallucinatory  type  is  inevitably 
developed  sooner  or  later  if  the  habit  is  continued,  and  it  is  not 
uncommon  to  find  transitory  mania  with  delusions  of  persecution. 

One  form  of  visual  hallucination  is  observed  in  almost  all 
advanced  cases  of  cocainomania.  The  patient  experiences  a 
curious  itching  or  creeping  sensation  under  the  skin  and  on 
the  scalp  and  tongue,  and  at  the  same  time  appears  to  see 
small  black  or  shadowy  spots  on  the  skin  shaped  like  an  insect 
and  appearing  to  move  just  below  the  skin.  This  condition  is 
known  as  the  "Cocaine  Bug"  or  the  "Cocaine  Jigger."  The 
optical  illusion  may  be  caused  by  the  action  of  cocaine  on  the 
small  arterioles  of  the  retina,  causing  contraction  and  interference 
with  the  blood  supply  of  the  cells  of  the  retina.     This  might 
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produce  small  scotomatous  spots,  with  the  effect  of  produdng 
in  the  field  of  vision  these  shadowy  specks  which  the  patient 
looks  on  as  insects.  This  symptom  may  be  said  to  be  pathog- 
nomonic of  cocainomania.  The  patient  attempts  to  pick  out 
these  imaginary  insects  with  a  needle  or  a  knife  and  often  is 
covered  with  sores  in  consequence.  At  this  stage  there  is 
usually  constipation,  complete  anorexia,  and  moral  degradation. 
Sexual  desire  is  at  first  increased,  but  later  abolished.  The 
patient  becomes  lost  to  all  moral  sense  and  tells  the  most 
extravagant  lies.  Subsequent  to  the  stage  of  hallucinations 
delirium  may  come  on — delirium  of  a  hallucinatory  character. 
Several  cases  have  been  recorded  of  severe  epileptiform  con- 
vulsions which  usually  disapF>ear  when  the  cause  is  removed. 

As  regards  treatment^  Godfrey  has  found  that  the  best  results 
are  obtained  by  the  sudden  withdrawal  of  the  drug,  as  by  this 
method  the  period  of  craving  for  the  drug  is  shortened  to  a  few 
weeks.  On  withdrawal  of  the  drug  there  is  usually  vomiting 
and  diarrhoea,  the  intolerance  of  the  stomach  and  bowels  lasting 
for  about  two  weeks.  Hot-air  baths  seem  to  reduce  the  severe 
effects  of  withdrawal,  and  also  helps  in  combating  the  insomnia. 
Spartein  and  trinitrine  seem  to  be  as  useful  in  this  affection 
as  in  morphinism. 

In  some  cases,  following  withdrawal  there  is  prostration,  in 
others,  great  restlessness.  For  the  latter  class  cycling  would 
be  beneficial,  as  calculated  to  relieve  the  restlessness  without 
inducing  bodily  fatigue,  which  would  increase  the  craving. 

Godfrey's  conclusions  are  {a)  that  cocaine  should  never  be 
administered  as  a  substitute  in  cases  of  inebriety  from  morphia 
or  other  drugs,  {U)  that  it  is  far  more  insidious  than  morphia 
and  more  difficult  to  treat,  (c)  that  although  the  majority  of 
cases  relapse,  it  is  in  some  instances  a  curable  disease,  and  (rf) 
that  rapid  withdrawal  is  more  satisfactory  than  gradual  reduction. 


The  Hesitant  Pulse  and  its  Prognostic  Value  in 

Acute  LobarPneumonia. — The  characters  of  the  pulsein  acute 
lobar  pneumonia  have  been  frequently  discussed,  but  Dr  Carriire 
draws  attention  to  one  characteristic  which  is,  he  thinks,  of  real 
value  in  prognosis  (Gazette  Hebdomadaire  de  Medicine^  June 
22nd,  1899).  The  name  conveys  an  accurate  description  of  the 
symptom.  It  really  seems  as  if  the  heart  hesitates  to  project 
the  blood  stream  into  the  arterial  system,  and  this  hesitation  is 
easily  recognised  both  by  the  palpating  finger  and  in  sphygmo- 
graphic  tracings.  One  can  perfectly  estimate  the  hesitation 
by  the  finger  on  the  radial  artery  which,  instead  of  distending 
itself  abruptly  with  each  cardiac  systole,  only  slowly  and  pro- 
gressively undergoes  a  dilatation,  and  the  feeling  is  as  if  it  did 


Medicine  473 

so  with  difficulty.  In  the  normal  sphygmographic  tracing  the 
ascending  curve  is  almost  vertical.  In  the  disease  which  is  the 
object  of  the  communication  the  line  of  ascent  is  more  or  less 
oblique.     These  are  the  signs,  what  is  the  prognosis? 

One  meets  with  this  condition  in  only  a  few  cases  of  acute 
lobar  pneumonia.  The  author  has  only  found  it  present  in  six 
out  of  twenty-eight  cases  (21 '5  per  cent).  Of  these  six  patients, 
however,  who  furnished  the  hesitant  pulse,  five  died.  It  is 
therefore  legitimate  to  conclude  that  it  is  a  sign  which  only 
occurs  in  very  grave  cases  and  is  followed  by  fatal  termination. 
The  phenomenon  is  most  marked  and  typical  in  the  evening, 
and  is  first  noticed  from  the  fourth  to  the  sixth  day — never  earlier. 
It  coexists  with  a  low  arterial  tension.  Dicrotism  is  never  present. 
The  post-mortem  examination  always  showed  the  presence  of 
myocarditis.  To  conclude,  the  presence  of  the  hesitant  pulse  in 
acute  lobar  pneumonia  ought  to  make  us  fear  a  fatal  termination. 

Treatment  of  Pulmonary  Tuberculosis  by  Inhala- 
tions OF  Formic  Aldehyde. — As  the  use  of  this  drug  has 
been  much  advocated  of  late,  it  is  interesting  to  note  the  results 
of  twenty-six  cases  so  treated  by  Dr  Cervello  of  Palermo 
i^Congress  for  the  Prevention  of  Tuberculosis ^  May  1899).  By 
means  of  special  apparatus  he  introduces  into  the  air  of  the 
rooms  in  which  the  patients  live  formic  aldehyde  vapour  in  a 
proportion  which  can  be  regulated  at  will.  The  cases  so  treated 
comprised  patients  with  advanced  phthisis,  and  in  some  cases 
their  condition  was  very  critical.  Treatment  was  commenced 
on  15th  January  of  this  year.  Of  the  twenty-six  cases,  ten  have 
been  completely  cured  and  were  shown  at  the  Academy  of 
Palermo  on  the  29th  April.  Nine  others  are  almost  cured. 
The  condition  of  two  has  been  slightly  ameliorated;  one 
patient  remains  in  statu  quo ;  in  two  the  condition  has  become 
worse,  and  two  have  died.  The  author  attributes  the  good 
effects  of  formic  aldehyde  to  the  powerful  oxidising  action 
which  it  has  even  on  substances  which  are  oxidisable  with 
difficulty. 


Dermato-POLYMYOSITIS. — In  the  Berliner  klin,    Woch.  for 

• 

September  nth,  1899,  Oppenheim  describes  a  case  of  this  rare 
affection.  The  patient  was  a  boy,  aged  eight  years,  whose 
illness  began  nine  months  previously  with  pains  in  the  back 
and  limbs,  to  which,  however,  little  attention  was  paid  until 
difficulty  in  movement  supervened.  Thereafter,  redness  and 
oedema  of  the  skin  of  the  face  and  hands,  and  oedema  of  the 
skin  of  the  thighs  developed,  and  there  was  pain  in  the  mouth 
and   throat   on   swallowing.      There   were   occasional  rises  of 
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temperature  and  sweats  during  the  course  of  the  illness.  On 
examination,  the  muscles,  and  the  skin,  subcutaneous  tissue 
and  mucous  membranes  were  affected.  The  alterations  in 
the  musculature  consisted  in  rigfidity  and  loss  of  power  of 
movement  in  the  arms  and  neck,  and  especially  in  the  muscles 
of  the  back.  While  this  was  chiefly  due  to  pain,  paresis  and 
atrophy  of  some  muscles  and  contracture  of  others  were  con- 
cerned in  its  production.  The  paresis  was  most  evident  in 
the  deltoids  and  flexors  of  the  forearms,  and  was  associated 
with  quantitative  diminution  in  electrical  excitability.  The 
contractures  were  chiefly  present  in  the  biceps,  the  back 
muscles,  and  the  adductors  of  the  thighs.  On  palpation  of 
the  affected,  muscles,  firm,  extremely  tender,  tendinous  struc- 
tures could  be  felt  to  replace  the  normal  muscle  substance. 
The  changes  in  the  skin  and  mucous  membranes  consisted  in 
redness  and  oedema  of  the  backs  of  the  hands,  and  of  the  face, 
especially  about  the  eyes.  There  were  some  atrophic  patches 
of  skin  over  the  finger  joints ;  these  had  followed  excessive 
cedema.  The  mucous  membranes  of  the  mouth  and  throat 
were  congested,  and  there  was  secondary  enlargement  of  the 
cervical  glands. 

Although  the  diagnosis  was  fairly  evident  from  the  symp- 
toms, the  case  had  been  at  first  regarded  as  spondylitis,  as  a 
muscular  dystrophy,  and  as  muscular  rheumatism.  It  really 
belongs  to  the  variety  of  polymyositis  known  as  dermato- 
myositis.  The  appearance  of  the  condition  in  childhood 
might  arouse  the  suspicion  of  commencing  myositis  ossificans, 
but  against  this  there  was  the  cutaneous  affection  and  the 
complete  absence  of  ossification.  Trichinosis  could  be  excluded 
by  the  escape  of  other  members  of  the  family,  and  by  the 
absence  of  gastric  symptoms.  The  anatomical  changes  in 
the  deltoid  consisted  in  diffuse  small-cell  infiltration,  thicken- 
ing of  the  perimysium  interna,  and  diminution  in  the  size  of 
the  individual  muscular  fibres. 

Oppenheim  has  seen  two  similar  cases  in  adults,  following 
Kneipp's  cold  water  cure.  In  one  of  these  the  symptoms 
passed  off  almost  completely  under  the  use  of  diaphoretics, 
electricity,  and  massage,  but  during  convalescence  cardiac 
symptoms  developed  and  the  patient  died.  Whether  the 
myositis  had  affected  the  cardiac  muscle  could  not  be  ascer- 
tained. 


Acute  Bronchitis  —  The  Treatment  from  an 
iETiOLOGiCAL  Standpoint  {The  Medical  Record,  August 
1 2th,  1899). — Dr  Reilly  is  utterly  opposed  to  the  term  "catching 
cold "   as   explaining  the   causation    of   many  diseases.       He 
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believes  that  simple  exposure  to  draught  or  to  cold  air  is 
insufficient  in  itself  without  some  morbid  agent  to  cause  a  true 
inflammation.  Should  there  be,  however,  a  toxic  factor  present 
in  the  blood,  the  congestion  caused  by  a  draught,  etc.,  will 
certainly  favour  the  deposition  of  the  toxic  material  there,  thus 
forming  a  locus  minoris  resistentice.  Poisonous  matters  are 
excreted  by  the  respiratory  mucous  membrane  as  well  as  by  the 
skin  and  kidneys.  If  the  amount  of  poison  to  be  eliminated  is 
greater  than  usual,  and  the  skin  and  kidneys  cannot  excrete  it, 
there  will  be  a  deposition  of  the  same  at  the  point  of  least  resist- 
ance and  consequently  irritation.  The  respiratory  mucous 
membrane  is  very  liable  to  injury  from  access  of  cold  air,  etc., 
and  so  the  poison  has  great  chance  of  being  deposited  in  this 
locality. 

That  the  usual  clinical  systems  of  acute  bronchitis  are  due  to 
a  toxaemia,  Dr  Reilly  has  no  doubt.  The  fact  that  the  condition 
is  a  bilateral  one  is  strong  evidence  of  its  constitutional  nature. 

In  children  the  mucous  membranes  are  more  delicate  and 
susceptible,  and  thus  catarrhal  conditions  are  more  common  in 
them.  The  commonest  cause  of  this  symptom  in  children  is  the 
elimination  of  toxic  products  due  to  decomposition  in  the  gastro- 
intestinal tract  These  attacks  subside  almost  always  after  a 
purgative  and  regulation  of  diet. 

In  adults  by  far  the  larger  proportion  of  cases  is  due  to  the 
so-called  uric  acid  poison.  Within  recent  years  the  relation  this 
poison  bears  to  catarrhal  conditions  of  the  mucous  membrane 
has  been  clearly  demonstrated.  It  has  a  close  relation  to 
asthma,  and  in  the  treatment  of  respiratory  catarrh  bicarbonate 
of  soda  has  been  proved  to  be  of  the  greatest  value.  It  is 
commonly  observed  that  bronchial  catarrh  and  rheumatic 
affections  are  prevalent  at  the  same  season  and  under  the  same 
conditions.  During  these  seasons  less  fresh  air  is  inhaled,  less 
exercise  taken,  more  sweets  and  liquors  are  taken.  The  skin 
does  not  act  so  freely  and  so  the  poisons  are  stored  up,  waiting 
for  a  sudden  chill,  an  attack  of  indigestion,  etc.,  to  explode. 
When  acute  bronchitis  is  considered  as  a  toxaemic  manifestation 
we  readily  see  the  value  of  profuse  diuresis  and  diaphoresis  in 
its  treatment.  By  rapidly  eliminating  the  toxines  many  attacks 
are  cut  short.  That  expectorants  have  any  curative  effect  is 
problematical.  By  irritating  the  gastric  mucous  membrane 
they  may  act  as  local  derivatives,  but  any  advantages  they  may 
have  are  counteracted  by  their  disturbing  action  on  digestion. 
The  present  indications  for  treatment  are :  (i)  Repeated  cleansing 
of  the  intestinal  tract.  (2)  Aid  skin  and  kidneys  to  eliminate 
toxic  products  by  repeated  diaphoresis  and  the  ingestion  of  large 
quantities  of  water.     (3)  Neutralise  or  hasten  elimination  of  the 
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so-called  lithic  acid  poison — either  by  iodides,  salicylates, 
alkalies  or  colchicum.  Antiseptic  inhalations  lessen  the  danger 
of  secondary  infection. 

Diffuse  Hyperostosis  (Leontiasis  Ossead).  —  M.  Le 
Dentu  in  the  Bulletin  de  PAcad^mie  de  Medecine,  i8th  April,  1899, 
contributes  an  article  on  this  subject  in  connection  with  a  case 
reported  by  Baudon  of  Nice.  In  Baudon*s  case  the  woman 
when  seen  in  1886  had  suflfered  for  more  than  twenty  years. 
She  was  monstrous  to  look  at,  the  upper  jaw  and  head  were 
tremendously  enlai^ed,  the  lower  jaw  comparatively  little 
affected.  The  left  side  of  the  face  was  more  involved  than  the 
right,  the  mucosa  over  the  palate  and  superior  maxilla  was 
thickened  and  violet  from  the  presence  of  very  large  veins. 
Taste  and  smell  were  almost  gone,  and  there  was  difficulty  in 
swallowing,  whilst  mastication  could  not  be  properly  performed. 
There  were  rheumatic  pains  especially  in  the  arms  and  shoulders. 
The  first  thing  noticed  was  a  thickening  of  the  left  upper  jaw 
which  gradually  increased.  This  patient  was  again  seen  in 
1896,  and  the  condition  had  not  altered  in  the  ten  years  ;  later 
she  died  of  symptoms  suggestive  of  cerebral  softening. 

The  authors  who  have  written  on  this  disease  have  as  a  rule 
asserted  that  the  disease  begins  in  the  face,  invades  symmetric- 
ally the  maxillae  and  neighbouring  small  bones  and  then 
advances  to  the  skull,  that  it  advances  with  extraordinary 
slowness  and  is  signalised  by  such  a  firmness  of  the  tissues  that 
the  hypertrophied  parts  apparently  consist  only  of  new  bone. 
Le  Dentu  however,  from  clinical  and  histological  experience, 
states  that  (i)  the  lesions  are  not  always  symmetrical  :  the 
superior  maxilla  is  usually  most  affected,  then  the  palate,  nasal 
bone  and  ethmoid  suffer  as  a  rule,  but  the  maxilla  alone  may  be 
involved  ;  (2)  the  lesion  sometimes  begins  in  the  skull  and,  in 
support  of  this,  the  case  of  a  girl  is  cited  in  whom  the  temporal 
bone  and  part  of  the  zygomatic  arch  were  affected  ;  (3)  the 
lesions  usually  evolve  very  slowly,  but  occasionally  compara- 
tively rapidly ;  thus  in  one  case  although  the  condition  had 
lasted  seven  years,  the  growth  had  only  been  marked  for  three 
years ;  (4)  histological  examination  may  show  a  combination  of 
bony,  fibrous  and  osteoplastic  elements,  not  osseous  tissue  alone. 
It  would  appear  that  at  times  the  differentiation  of  a  rapid 
hyperostosis  with  the  presence  of  osteoplastic  cells  is  rather 
difficult  from  sarcoma  of  bone.  This  variable  and  mixed  con- 
stitution of  diffuse  hyperostosis  also  makes  its  differentiation 
from  limited  and  pedunculated  osseous  tumours  of  the  face  very 
difficult ;  indeed,  microscopically,  some  cases  cannot  be  dis- 
tinguished.    Clinically,  there  are  generally  the  following  points 
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of  difference  :  in  diffuse  hyperostosis  symmetry  is  usual,  the 
evolution  is  very  slow,  the  predominance  or  exclusive  presence 
of  osseous  elements  is  the  general  rule,  the  prognosis,  being  in 
relation  to  the  evolution,  is  benign  ;  in  pedunculated  tumours 
symmetry  is  the  exception,  the  evolution  is  not  nearly  so  slow, 
the  predominance  of  fibrous  and  embryoplastic  elements  is  the 
rule,  and  the  prognosis  is  often  grave  (osteo  sarcomata,  etc.). 

As  regards  diagnosis,  besides  pedunculated  tumours,  two 
diseases  must  be  excluded :  (a)  Paget's  disease  of  bones,  and 
(d)  acromegaly,  but  in  neither  of  these  are  the  lesions  limited  to 
the  face  and  skull  as  they  are  in  hyperostosis  ossea.  In  only 
one  case  of  the  latter  was  there  a  lesion  elsewhere,  viz.,  in  the 
fibula.  Paget's  disease  (osteitis  deformans)  is  found  in  old 
people,  acromegaly  in  adult  life,  whilst  diffuse  hyperostosis  has 
its  commencement  in  infancy.  In  Paget's  disease,  whilst  the 
skull  is  affected  the  face  remains  free,  whilst  acrom^aly  affects 
the  face  more  regularly  than  diffuse  hyperostosis,  and  so  does 
not  give  rise  to  such  marked  prominences. 

The  prognosis  is  usually  benign,  but  the  benignity  is  in 
definite  relation  to  the  firmness  of  the  bony  overgrowth.  The 
disease  only  leads  to  death  by  interference  with  respiration, 
mastication,  and  deglutition  of  food ;  by  pressure  on  the  brain 
and  irritation  of  the  meninges  ;  by  displacement  of  the  eye  with 
consequent  ocular  troubles,  etc. 

The  Significance  of  Eosinophile  Cells  in  Severe 
Anemia. — Ung;  Med,  Presse,  July  nth  and  i8th.  Writing  on 
this  subject  Dr  G6za  Dieballa  enumerates  first  the  theories 
which  have  been  held  with  regard  to  these  cells.  Ehrlich  be- 
lieved them  to  originate  in  the  bone  marrow,  taking  as  proof  of 
this  the  fact  that  they  are  to  be  found  in  much  larger  numbers 
in  the  bone  marrow  than  in  any  of  the  blood-forming  organs. 
Mtiller  and  Rieder  on  the  other  hand  were  of  opinion  that 
the  eosinophile  cells  found  in  the  blood  differed  considerably 
from  one  another,  both  in  size  and  in  vital  properties,  so  that 
they  could  not  be  regarded  as  belonging  to  one  variety.  They 
believed  them  to  be  modifications  of  the  neutrophile  cells — 
probably  more  mature  forms.  If  the  latter  contention,  that  the 
eosinophile  cells  do  not  emerge  as  such  from  the  blood-forming 
organs,  were  correct,  no  positive  conclusions  as  to  the  state  of 
these  organs  could  be  deduced  from  the  condition  of  the  cells. 

Zappert  found  that  in  healthy  individuals  the  number  of 
eosinophile  cells  varied  from  067%  to  11%  of  the  white  cells. 
In  leuchaemia  they  increase  in  number  absolutely,  but  not 
relatively. 

As  to  the  condition  of  these  cells  in  disease,  results  differ 
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except  in  the  case  of  croupous  pneumonia  and  bronchial 
asthma,  in  the  first  of  which  there  is  always  a  diminution,  and 
in  the  second  an  increase. 

As  the  result  of  observations  on  several  cases  of  severe 
anaemia,  Dr  Dieballa  concludes  that  from  the  condition  of  the 
eosihophile  cells,  as  regards  their  number,  one  can  draw  inferences 
as  to  the  severity  and  prognosis  of  these  cases. 

In  a  case  of  pernicious  anemia,  which  recovered,  he  found 
that  during  the  period  when  the  symptoms  were  grave,  the  eosino- 
phile  cells  were  present  in  a  normal  proportion,  but  when  the 
blood  began  to  recover  they  increased  in  number  threefold,  and 
remained  for  some  time  in  that  proportion. 

In  another  case,  which  went  on  rapidly  to  a  fatal  termination, 
very  few  eosinophile  cells  could  be  seen  at  any  time  during  the 
illness,  showing  that  the  bone  marrow  was  in  a  state  of  inactivity. 

In  a  case  of  post-haemorrhagic  anaemia  ending  fatally,  there 
seemed  to  be  produced  a  condition  of  exhaustion  of  the  ha^mo- 
poietic  system;  and  in  another  such  case  death  occurred  some  days 
after  the  last  bleeding,  being  due  apparently  not  to  the  inactivity 
of  the  bone  marrow,  as  was  seen  by  the  presence  in  the  blood  of 
eosinophile  cells,  and  of  large  numbers  of  nucleated  red  blood 
corpuscles,  but  to  pulmonary  embolism  and  heart  failure  from 
fatty  degeneration. 


Treatment  of  Dyspepsia. — Dr  Lemoine  has  a  paper  on 
the  treatment  of  hypochlorhydria  and  hyperchlorhydria  in  the 
Revue  intern,  bibliogr.^  1899,  p.  74.  As  regards  his  treatment 
of  hypochlorhydria^  it  is  due  to  deficiency  of  the  acid  and  of  the 
ferment  in  the  gastric  juice,  and  thus  it  is  best  to  administer  a 
solution  of  hydrochloric  acid  to  the  patient  at  the  commence- 
ment of  the  meal.  The  acid  taste  may  be  disguised  by  the 
addition  of  syrups,  or  it  may  be  taken  in  lemonade.  Towards 
the  end  of  the  meal  a  ferment  such  as  pepsine,  papaine,  or  pan- 
creatine should  be  taken.  Such  treatment  usually  in  simple 
cases  soon  cures  the  patient.  If,  however,  the  deficiency  of 
hydrochloric  acid  is  very  great  and  fermentations  are  present, 
then  such  means  are  insufficient.  Strong  acids  as  sulphuric  or 
nitric  are  then  given  an  hour  after  taking  food,  and  these  put  a 
stop  to  lactic  or  oxalic  fermentations.  Menthol  may  be  given 
instead  of  these  acids. 

Vichy  water  or  carbonate  of  soda  may  be  taken  an  hour 
before  a  meal.  Such  drugs  as  strychnine  or  rhubarb  which 
excite  muscular  contractions  in  the  stomach  are  also  of  value 
In  very  severe  cases  washing  out  the  stomach  with  slightly 
alkaline  solution  is  of  great  value.  Such  patients  are  often  of  a 
neurotic  nature,  and  hydropathy  is  often  beneficial. 
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Hyperchlorhydria, — There  are  various  forms  in  which  this 
affection  may  manifest  itself,  (i)  The  paroxysmal,  where  the 
epigastric  pain  is  very  severe,  due  to  over-secretion  of  acid  and  to 
hepatic  congestion.  Morphia  relieves  this  better  than  any  other 
drug.  This  should  be  soon  followed  up  by  doses  of  bicarbonate 
of  soda.  A  tumblerful  of  warm  Vichy  water  should  be  taken  at 
the  time  when  the  paroxysm  usually  comes  on,  and  if  this 
proves  insufficient,  bicarbonate  of  soda  should  be  added.  This 
treatment  should  be  continued  for  ten  to  fifteen  days. 

(2)  The  classical  type  where  the  attack  comes  on  twice  or 
thrice  daily.  In  such  cases  it  is  necessary  to  neutralise  the 
gastric  juice,  to  diminish  the  fermentations  which  tend  to  dilate 
the  stomach,  to  restrain  diarrhoea,  and  to  regulate  the  general 
system.  Large  doses  of  bicarbonate  of  soda  give  good  results 
when  taken  half  an  hour  previous  to  the  usual  onset  of  the  pain, 
together  with  warm  Vichy  water.  Washing  out  the  stomach 
gives  good  results,  and  often  stops  the  diarrhoea,  which  is  due  to 
the  irritating  effects  of  the  acid  gastric  juice.  In  obstinate 
intestinal  cases  salicylate  of  bismuth  and  phosphate  of  lime  give 
excellent  results.  Physical  and  mental  rest  are  to  be  inculcated, 
and  cold  douching  or  baths  are^of  benefit. 

As  regards  dieting  in  hyperchlorhydria^  milk  is  as  a  rule  contra- 
indicated.  For  breakfast  two  boiled  eggs  and  a  little  tea  are 
sufficient.  About  10.30  A.M.  one  or  two  dry  biscuits  with  a 
glass  of  warm  Vichy  water  and  a  dose  of  alkali.  At  noon  a 
good  meal  must  be  taken,  slightly  cooked  beef  or  mutton,  well- 
cooked  green  peas,  cooked  fruit,  and  a  little  cheese.  About  4 
P.M.  dry  bread  and  tea,  and  also  a  dose  of  bicarbonate  of  soda. 
In  the  evening  a  meal  similar  to  that  taken  at  noon  ought  to  be 
eaten,  and  warm  Vichy  water  and  the  alkaline  dose  should  be 
taken.  Neither  beer  nor  wine  should  be  drunk  at  meals,  but 
only  warm  water  should  be  drunk. 

In  cases  of  hypochlorhydria  milk  in  large  quantity  may  be 
taken.  For  breakfast,  milk  or  cocoa  and  an  egg  may  be  eaten. 
At  10  A.M.  another  egg;  at  noon  underdone  meat,  well  cooked 
peas,  and  one  or  two  eggs.  At  4  o'clock  another  egg,  and  in 
the  evening  a  meal  like  that  taken  at  noon.  Foods  which  re- 
quire very  little  acid  for  their  digestion  should  be  taken. 


OPHTHALMOLOGY 

Solution  of  Toluidin-blue  as  a  Collvrium  and  as 
A  Stain  for  Corneal  Abrasions. — Veasey,  writing  in  the 
Philadelphia  Medical  Journal  oi  August  1 3th,  gives  his  experience 
of  this  substance.    It  had  not,  so  far  as  he  knew,  been  previously 
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used  clinically.  It  is  considered  to  be  a  zinc-chloride  double 
salt  of  dimethyltoluthionin,  though  its  composition  shows  it  to 
be  a  hydrochlorate. 

From  a  study  of  its  action,  carried  out  during  the  last  six 
months  at  the  Eye  Dispensary  of  the  Jefferson  Medical  Coll^e^ 
he  had  arrived  at  the  following  conclusions : — 

1.  Solutions  of  toluidin-blue  can  be  employed  with  benefit 
in  all  inflammatory  conditions  of  the  eye  in  which  a  coUyrium  is 
indicated. 

2.  Solutions  of  the  strength  i  in  looo  have  thus  far  seemed 
to  be  as  effective  as  any  that  were  stronger. 

3.  Whether  or  not  there  is  considerable  discharge  it  is  just 
as  effective  to  cleanse  the  eye  with  some  colourless  collyrium 
first,  and  to  follow  this  with  the  use  of  the  solution  of  toluidin- 
blue. 

4.  In  the  presence  of  purulent  disease  the  formation  of  pus 
seems  to  be  materially  and  quickly  lessened. 

5.  Abrasions  and  ulcers  of  the  cornea  are  stained  a  deep- 
blue,  no  other  portion  being  affected.  The  solution  therefore 
enables  observation. 


Notes  on  Drug^s,  &c. 

Glendinning^s  Beef  and  Malt  Wine. — In  debilitated  conditions  gener- 
ally, in  convalescence  from  some  acute  diseases,  and  in  the  debility  of 
advanced  life,  there  are  few,  if  any,  more  useful  preparations  than  the 
combination  of  port,  malt,  and  meat.  Messrs  W.  Glendinning  &  Sons, 
St  Mary*s  Place,  Newcastle-on-Tyne,  have  provided  a  preparation  of  this 
composition.  They  have  been  careful  in  the  selection  of  the  wine  which 
forms  its  basis,  and  on  this  not  a  little  of  the  beneficial  effect  depends. 
Kepler  malt  extract  and  Mosquera  beef  extract  are  used  for  the  other 
ingredients.  The  result  is  a  fluid  pleasant  to  the  palate,  and  with  a  mixed 
flavour  of  port,  malt,  and  beef  juice.  We  note  that  the  port  flavour  is  con- 
siderably masked,  which  is  a  distinct  advantage  ;  and  that  the  malt  and 
meat  flavour  will  militate  against  patients  continuing  to  use  it  merely  as  an 
alcoholic  stimulant  when  medicinally  it  is  no  longer  required.  This  is  a 
factor  which  the  profession  will  not  fail  to  appreciate,  and  we  have  con- 
fidence in  commending  the  wine  to  the  profession.  IJeing  a  wine,  it  is  not 
to  be  obtained  from  druggists,  but  a  list  of  agents  in  Scotland  can  be 
obtained  on  application  to  Messrs  Glendinning. 
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Summary. 

Embryonic  pathology  has  results  which  are  teratological ;  foetal 

pathology  has  results  which  are  pathological. 
Physiology  of  embryonic  life. 

(a)  Embryonic  physiology  is  embryology. 
(d)  Almost  the  only  function  of  the  embryo   is  to  form 
organs  and  tissues,  i.e.,  organogenesis,  and  its  chief  re- 
sult is  the  normal  formation  of  the  body. 

(c)  Successive  scaffoldings  in  the  construction  of  the  body. 

(d)  Extraordinary  complexity  in  embryological  processes, 

due  in  part  to  the  readjustments  of  the  organogenetic 
materials  of  the  various  scaffoldings. 

(e)  Reminiscent  projection  of  phylogeny  into  ontogeny. 
Monstrosities  and  malformations  of  the  embryo: — 

Probably  the  causes  of  embryonic  malformations  are  not 
special,  but  their  mode  of  action  and  the  organism 
acted  upon  and  its  surroundings  are  all  eminently 
special. 

Embryonic  pathology  is  teratology  ;  morbid  embryogenesis 
is  teratogenesis. 

Apparent  exception   in    the  case   of   so-called    dropsical 
embryos. 
The  consideration  of  the  results  of  embryonic  pathology  must 

take  into  account  :— 
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(a)  Embryonic  physiology,  as  seen  in  the  development 
of  the  heart,  of  the  region  of  the  neck,  and  of  the 
posterior  end  of  the  body. 
(6)  The  rdle  of  the  amnion,   as  seen   in   the   effect 
of  amniotic  bands,  adhesions,  and  pressure,  and 
as    demonstrated    by    experimental     teratogeny 
(Dareste,  F^r^,  and  others). 
(c)  The  germinal  factor,  as  seen  in  the  occurrence  of 
double  terata,  and  in  the  hereditary  nature  and 
family  character  of  malformations  in  some  cases. 
Classification  of  the  results  of  embryonic  pathology : — 

The  complexities  of  teratological   classifications   and  the 

eccentricities  of  teratological  nomenclatures. 
The  combination  system  used  in  Teratologia, 
Diagnosis  of  monstrosities  may  be  : — 
{a)  Ante-natal. 
\b)  Intra-natal. 
\d)  Post-natal. 
The  light  which   modem  research  has  thrown  upon  the 

clinical  history  of  the  monstripara. 
The  association  of  hydramnios  and  monstrosities. 

In  this,  the  third  ^  lecture  of  the  course,  I  pass  to  the  con- 
sideration of  the  pathology  of  embryonic  life.  A  more  com- 
plete and  striking  difference  could  scarcely  be  imagined  than 
that  which  exists  between  the  results  of  pathological  activity 
in  the  foetus  and  in  the  embryo :  in  the  one  case  are  met  with 
diseases  which,  while  they  present  certain  features  which  are 
peculiar,  are  yet  evidently  of  the  same  nature  as  the  maladies 
of  post-natal  life ;  in  the  other  case  the  morbid  conditions  are 
so  extraordinarily  dissimilar  from  anything  else  in  the  whole 
field  of  pathology  as  to  suggest  that  an  altogether  special  cause 
or  causes  have  been  at  work  in  their  production. 

A  little  consideration,  however,  is  all  that  is  needed  to  show 
that  this  marked  dissimilarity  between  the  pathology  of  the 
foetus  and  the  embryo  is  exactly  what  was  to  be  expected. 
As  has  already  been  pointed  out,  the  greater  the  differences 
between  the  physiological  conditions  of  two  epochs  of  life,  the 
greater  will  be  the  difference  between  their  pathological  mani- 
festations. The  physiology  of  the  new-bom,  and  still  more 
that  of  the  foetus,  has  been  shown  to  have  a  far-reaching  effect 
upon  their  pathology — to  penetrate  it  through  and  through, 

*  The  second  lecture  appeared  in  the  August  part  of  this  Journal. 
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"  durch  und  durch  durchdringenl*  to  use  the  expressive  phrase 
of  Graetzer  in  this  relation.  Even  more  so  do  the  physiologi- 
cal characters  of  embryonic  life  leave  their  impress  upon  the 
morbid  conditions  then  met  with.  A  glance  at  the  physiology 
of  the  embryo  will  serve  to  show  that  this  must  almost  neces- 
sarily be  so. 

The  Physiology  of  Embryonic  Life 

To  give  even  an  incomplete  sketch  of  the  physiology  of  em- 
bryonic life  is  manifestly  impossible  in  a  course  of  lectures  such  as 
this  ;  it  would  necessitate  the  giving  of  another  series  of  lectures^ 
and  that  series  would  be  entitled  Embryology.  The  physiology 
of  the  embryo  is  embryology.  Instead  of  the  picture  of  a  con- 
geries of  organs  regularly  performing  their  functions  of  digestion, 
assimilation,  excretion  and  the  like,  which  is  the  idea  we  form 
of  the  physiology  of  the  infant  or  foetus,  we  have  to  imagine 
an  aggregate  of  cells  arranging  themselves  in  an  apparently 
disorderly  fashion,  first  into  the  three  layers  of  the  blastoderm 
and  then  into  the  organs  which  later  become  physiologically 
active  in  the  directions  which  have  been  indicated.  To  put  it 
in  other  words  the  great — almost  the  only — function  of  the 
embryo  is  to  form  organs  and  tissues,  organogenesis.  It  is 
difficult  for  the  mind  to  picture  a  stage  in  the  life  of  the 
organism  when  the  only  manifestation  of  vital  activity  is  of 
this  purely  constructive  kind,  when,  in  other  words,  the  frame- 
work of  the  body  is  being  built  up.  So  complex  is  the  process 
that  certain  portions  of  it,  notwithstanding  the  efforts  of  many 
noted  embryologists,  are  still  imperfectly  understood.  One  of 
the  greatest  difficulties  in  the  way  of  a  clear  conception  of  human 
organogenesis  as  a  whole  is  found  in  the  fact  that  apparently 
the  framework  of  the  body  is  not  laid  down  once  for  all,  but  is 
rather  constructed  in  portions  and  even  in  overlapping  portions 
so  to  speak.  One  part  of  the  framework  may  be  replaced  in 
whole  or  in  part  by  a  new  substructure  often  of  a  type  quite 
different  from  that  which  has  preceded  it.  Readjustment, 
adaptation,  alteration,  and  variation  are  processes  constantly  at 
work  in  the  life  of  the  human  embryo  ;  it  is  by  reorganisation 
that  order  is  brought  out  of  the  seeming  chaos  of  the  results  of 
blastodermic  activity.  If  one  were  to  imagine  a  builder  con- 
structing a  railway  station  by  first  erecting  the  scaffolding  for 
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a  cottage,  "by  then,  after  building  operations  had  only  just  been 
commenced,  replacing  this  by  the  scaffolding  for  a  mansion, 
and  that  again  by  the  framework  necessary  for  a  hotel,  and  then 
finally  rearranging,  and  as  far  as  possible  utilising,  all  the 
materials  for  the  formation  of  the  railway  station,  one  would 
have  an  idea,  albeit  an  imperfect  one,  of  the  character  and 
complexity  of  the  processes  of  embryonic  physiology.  The 
comparison  is  of  course  almost  ludicrously  inadequate,  for  it 
gives  no  indication  of  the  marvellous  manner  in  which  in 
embryology  all  the  materials  of  the  temporary  scaffoldings  are 
made  use  of  in  the  construction  of  the  permanent  edifice,  are 
worked  into  it  so  exactly  as  to  be  indistinguishable  from  it 
Only  here  and  there  in  the  body,  in  the  appendix  vermiformis, 
the  fossa  ovalis,  and  the  ductus  arteriosus,  are  to  be  seen  the 
traces  of  some  parts  of  the  earlier  formations  which  have  either 
been  incompletely  utilised  or  have  been  imperfectly  replaced  by 
the  later  productions. 

It  is  difficult  to  exaggerate,  while  it  is  easy  to  under-estimate 
the  complexity  of  embryological  processes.  No  matter  what 
part  of  organogenesis  be  selected  for  investigation,  it  is  soon 
found  that  it  contains  problems  of  the  most  intricate  naturel 
If,  for  instance,  we  select  the  period  of  the  development  of  the 
amnion  and  chorion,  we  find  many  details  about  which  diverse 
opinions  have  been  expressed.  It  is  well  worth  while  to  re- 
member that  "the  human  amnion  in  the  earliest  stages  yet 
known  has  been  found  completely  closed,  so  that  nothing  is 
known  as  to  its  development  by  direct  observation  "  (Minot). 
It  is  probable  that  the  extra-embryonic  somatopleure  splits  into 
two  layers,  each  made  up  of  ectoderm  and  mesoderm,  the  outer 
of  which  forms  the  true  chorion,  and  the  inner  the  amnion  ;  but 
the  supposition  is  based  on  analogy  and  not  on  actual  observa- 
tion. It  is  not  certainly  known  whether  there  is  ever  a  stage 
in  which  the  embryo  is  entirely  shut  off  from  the  chorion  ;  all 
that  can  be  said  is  that  it  is  becoming  more  generally  believed 
that  there  exists,  from  the  earliest  period,  a  connection  by  means 
of  the  ventral  stalk  or  BauchstieL  Neither  is  it  known  whether 
the  first  vessels  to  vascularise  the  chorion  are  allantoic  or  vitel- 
line ;  and  I  have  elsewhere  1  given  reasons  which  seem  to  support 

^  Ballantyne,  J,  W.     "  The  occurrence  of  a  non-allantoic  or  vitelline  placenta  in  the 
human  subject.*' — Scott,  Med.  and  Surg,  Jourtu,  vi,  pp.  296,  385.     1898. 


The  Pathology  of  the  Embryo  485 

the  view  that  in  the  human  subject  there  may  be  a  stage  at 
which  the  omphalo-mesenteric  or  vitelline  vessels  form  the  vas- 
cular union  between  the  embryo  and  the  outer  of  its  membranes, 
and  that  it  is  at  a  later  period  that  the  allantoic  arteries  and 
vein  take  their  place.  I  have  specially  referred  to  these  dis- 
puted points  regarding  the  amnion  because,  as  will  be  afterwards 
shown,  it  is  precisely  the  amnion  that  has  been  looked  upon  as 
the  great  factor  in  the  production  of  teratological  phenomena  ; 
but  similar  statements  might  be  made  in  reference  to  almost 
any  part  of  human  organogenesis. 

I  cannot  too  strongly  emphasise  the  statement  that  until 
we  possess  a  correct  knowledge  of  the  physiology  of  the  embryo 
— of  embryology — we  dare  not  hope  for  a  certain  explanation 
of  the  processes  of  the  pathology  of  the  embryo — of  teratology. 
I  do  not  say  that  we  cannot  arrive  at  conclusions  regarding  the 
causes  of  embrj'onic  morbid  states,  but  only  that  we  dare  not 
hope  to  explain  fully  the  manner  in  which  these  causes  act 
upon  the  embryo.  In  other  words,  while  the  want  of  accurate 
knowledge  of  embryology  has  delayed  the  understanding  of 
teratological  processes,  it  need  not  entail  a  suspension  of  the 
investigation  of  teratological  phenomena.  As  a  matter  of  fact, 
the  inquiry  into  certain  malformations  and  structural  anomalies 
has  repeatedly  thrown  light,  not  only  upon  the  malformations,, 
but  also  upon  the  normal  processes  of  development  of  which 
they  represent  the  disturbance. 

The  complexity  of  embryological  processes,  and  the  con- 
sequent difficulty  that  has  arisen  in  the  understanding  of  them, 
have  been  already  fully  referred  to  ;  but  it  may  be  added  that  one 
great  cause  of  this  complexity  is  to  be  found  in  the  various  read-: 
justments  of  the  organogenetic  materials  which  take  place  during 
embryonic  life,  in  what  I  have  called  the  different  scaffoldings 
or  plans  of  construction.  These  peculiarities  of  human  ontogeny 
are  impressed  upon  it  by  phylogeny:  the  development  of  the 
individual  presents  reminiscences  of  the  evolution  of  the  race. 
There  is,  as  it  were,  a  reminiscent  projection  of  phylogeny  into 
ontogeny.  It  is  this  that  makes  an  already  complicated  sub- 
ject still  more  complex.  It  is  necessary. to  keep  all  this  in 
mind  in  approaching  the  great  problem  of  tl>e  pathology  of 
the  embryo. 
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The  Pathology  of  Embryonic  Life 

Since,  as  has  been  stated,  the  chief  result  of  the  physio- 
logical activity  of  the  embryo  is  the  formation  of  organs^  no 
surprise  need  be  evinced  if  it  be  found  that  the  chief  result  of 
pathological  processes  in  the  embryo  is  the  malformation  of 
organs.  Nevertheless  it  is  only  during  the  last  year  or  two 
that  this  great  generalisation  has  been  accepted  and  appreciated. 
Monstrosities  and  congenital  structural  anomalies  are  the  results 
of  morbid  agents  acting  upon  the  organism  in  the  embryonic 
epoch  of  its  existence  or,  to  speak  more  strictly,  upon  such 
parts  of  the  organism  as  are  in  the  embryonic  or  formative 
period  of  life.  It  will  be  afterwards  shown  that  there  is  good 
reason  to  believe  that  the  morbid  agents  or  causes  are  in 
no  way  peculiar  in  the  embryonic  epoch,  that  they  are  in  fact 
just  the  same  causes  that  produce  diseases  by  their  action  on 
the  fcetal  or  adult  organism.  In  the  one  case  they  are  called 
teratogenic  and  in  the  other  pathogenic ;  but  there  is  no  reason 
for  supposing  that  in  their  essential  nature  they  differ  one  whit. 
It  is  the  result  that  differs,  being  in  the  one  case  teratologpcal 
and  in  the  other  pathological.  The  mode  of  action  of  the 
cause  is  no  doubt  different  and  the  organism  upon  which  it 
acts  and  its  surroundings  are  indeed  widely  different ;  it  is  in 
this  manner  that  the  vast  difference  between  the  results,  a 
monstrosity  and  a  disease,  is  produced.  The  difference  then 
between  teratogenesis  and  pathogenesis  is  more  apparent  than 
real;  it  is  a  matter  of  results  rather  than  of  causes.  The  results 
of  embryonic  pathology  are  teratological ;  embryonic  pathology 
is  teratology.  The  old  view  that  diseases  in  the  embryo  and 
fcEtus  may  produce  monstrosities  must,  I  believe,  yield  to  the 
new  notion  that  the  monstrosities  are  themselves  the  diseases 
of  the  embryo.  At  the  same  time,  on  account  of  the  circum- 
stance that  the  whole  organism  does  not  at  one  moment  pass 
out  of  the  embryonic  into  the  fcetal  epoch,  it  is  possible  for 
a  malformation  to  be  produced  in  one  part  and  a  disease  in 
another.  In  this  way  complexity  is  introduced,  and  it  is  not 
always  easy  to  distinguish  between  what  is  a  disease  and  what 
is  a  monstrosity.  Nevertheless  there  is  good  reason,  as  will  be 
shown,  for  believing  in  the  accuracy  of  the  generalisation. 

It  has  been  stated  above  that  the  results  of  the  action  of 
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morbid  agents  on  the  embryo  is  the  production  of  monstrosities 
and  malformations,  but  it  may  be  objected  that  the  so-called 
dropsical  embryos  hardly  come  under  the  designation  of  either 
monstrosities  or  malformations.  Among  the  most  frequent  of 
the  morbid  conditions  which  Dareste^  was  able  artificially  to 
produce  in  the  embryo  chick  was  dropsy  of  the  embryo.  It 
was  usually  due  to  the  temperature  in  incubation  being  raised 
a  little  above  the  point  needed  for  normal  evolution.  That  it 
was  a  true  dropsy  in  the  pathological  sense  was  quite  clear:  the 
embryonic  tissues  were  infiltrated  with  serum,  which  not  only 
accumulated  in  the  spaces  between  the  cells  of  the  mesoderm 
but  also  penetrated  the  cells  themselves ;  serum  also  accumu- 
lated in  the  pleuro-peritoneal  and  cerebro-spinal  and  amniotic 
cavities ;  it  was  oftenest  partial  in  extent,  and  when  least 
marked  it  permitted  the  recognition  of  the  individual 
organs,  but  when  most  intense  it  transformed  the  whole 
embryo  into  an  amorphous  completely  transparent  mass. 
The  blood  circulating  in  the  embryo  was  almost  colourless, 
and  sooner  or  later  the  tissues  ceased  to  develop  and 
death  ensued.  This,  then,  seemed  to  be  a  morbid  process 
resembling  very  closely,  if  not  completely,  the  diseased  con- 
dition known  as  dropsy  in  foetal  and  adult  life.  Dareste  found 
that  such  a  dropsical  embryo  was  caused  by  defect  of  canalisa- 
tion of  the  vascular  area  and  by  consequent  want  of  establish- 
ment of  communication  between  the  colourless  blood  circulating 
in  the  embryo  and  the  fluid  with  blood  corpuscles  in  the  islands 
of  the  vascular  area  The  omphalo-mesenteric  veins  were, 
therefore,  unable  to  bring  from  the  vitelline  area  the  corpus- 
cular elements  needed  to  complete  the  composition  of  the 
blood  of  the  embryo.  The  cause  of  the  dropsy,  therefore,  was 
teratological :  there  was  an  arrest  of  development  of  the  blood- 
islands  and  canaliculi  of  the  vascular  area.  Further,  the  state 
of  the  blood  itself  was  a  malformation  rather  than  a  disease, 
for  it  consisted  of  a  colourless  plasma,  a  condition  which 
although  normal  in  the  earliest  period  of  development,  must 
be  regarded  as  monstrous  in  the  later  stages  of  evolution.  The 
ultimate  stage  of  the  morbid  process,  therefore,  could  alone  be 
looked  upon  as  a  disease,  as  pathological ;  the  earlier  stages 
were  certainly  purely  teratological.     Even  in  the  case,  there- 

*  Dareste,  C.     **  Production  artificiclU  J$s  MonstruosUiSy^  p.  294,  Paris  1891. 
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fore,  of  these  apparentiy  diseased  chick  embryos  (and  there  is 
reason  for  believing  that  similarly  affected  human  embryos  are 
occasionally  met  with  in  early  abortion-sacs)  there  is  found  no 
exception  to  the  rule  that  morbid  causes  acting  upon  the 
embryo  produce,  in  the  first  instance  at  anyrate,  strictly  terato- 
logical  results.  Diseases  do  not  produce  monstrosities,  although 
to  a  certain  extent  teratological  conditions  may  be  instrumental 
in  leading  on  to  pathological  results.  The  causes  of  diseases 
may  be  also  the  causes  of  monstrosities ;  but  that  is  another 
matter. 

Embryonic  Physiology  as  a  factor  in  Embryonic  Pathology 

•     As  with  the  infant  and  foetus,  so  with  the  embryo  ;  physiology' 
underlies,  pervades,  and   dominates  pathology.     It   is   of  the 
utmost  importance  in  order  to  understand  embryonic  patho- 
logy that  we  keep  in  mind  embryonic  physiology.     The  more 
fully  it  is  realised  that  embryonic  physiology  means  normal 
formation  the  more  easy  it  becomes  to  concede  that  embryonic 
pathology  must  mean  abnormal  formation.      I  think  there  can 
be  no  doubt  that  the  distinctive  characters  of  embryonic  physio- 
logy are  the  chief  causes  of  the  peculiarities  of  embryonic  patho- 
logy ;  in  this  way  embryonic  physiology  is  the  most  important 
fa,ctor  in  embryonic  pathology.    The  physiology  of  the  heart  in 
embryonic  life  consists   in   part  in  the  rhythmic  contractions 
which  drive  the  blood  through  the  vascular  area  and  afterwards 
through  the  placenta  ;  but  it  also  consists  in  the  gradual  elabora- 
tion of  a  simple  sinuous  tube  at  first  made  up  of  two  cavities, 
through  the  intermediate  stage  of  a  double-chambered  organ, 
into  a  four-chambered  heart  in  which,  however,  the  foramen 
ovale    remains    for   the    rest   of  antenatal   life  as  one  of  the 
indications    of    the    structural    changes    through    which    the 
viscus  has  passed.     The  pathology  of  the  heart  in  embryonic 
life  consists  in  an  arrestment  of  this  process  of  evolutionary 
elaboration    at    one    stage    or    another,    and    in    the   effects 
upon    the    rest    of  the    organ  which    such    a    deviation  from 
the  normal  has.      It  may  also,  although  rarely,  consist  in  a 
hastening    of  some    part   of  the   process   such   as   premature 
closure  of  the  foramen  ovale.    Again,  physiological  activity  in 
the  region  of  the  neck  of  the  embryo  consists  in  the  formation 
of  the  branchial  arches  and  clefts,  and  later  in  their  reorganisa- 
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tion  and  utilisation  in  the  construction  of  the  cervical  tissues, 
lower  jaw,  and  internal  and  middle  ear.  Pathological 
embryonic  activity  in  this  same  cervical  region  will  take  the 
form  of  disorderly  development  of  these  parts,  and  in  the 
persistence  of  certain  structures  or  groupings  of  structures 
which  are  normally  quite  transitory.  Instances  of  such 
anomalies  are  found  in  cervical  fistulae  and  auricles,  while 
among  monstrosities  thus  formed  may  be  mentioned  hypo- 
agnathus  or  defective  development  of  the  mandible  and  its 
associated  malformations.  In  the  posterior  end  of  the  embryo 
physiological  activity  shuts  off  the  uro-genital  sinus  from  the 
anus,  and  again  interposes  a  septum  between  the  urethra  and 
the  vagina  (in  the  female).  Pathological  activity  reveals 
itself  in  an  interference  with  this  delimitation,  and  may  cause 
a  persistence  of  the  cloaca  or  of  the  sinus  uro-genitalis. 
Examples  might  be  almost  indefinitely  multiplied  ;  but  enough 
has  been  said  to  show  in  what  a  very  special  way  the  physio- 
logical factor  dominates  the  pathology  of  the  embryo. 

The  Role  of  the  Amnion  in  Embryonic  Pathology 

The  predominant  part  played  by  the  placenta  in  the  patho- 
logy of  the  foetus  has  been  fully  referred  to  ;  ^  in  the  pathology 
of  the  embryo  there  is  good  reason  to  believe  that  the  amnion 
plays  an  equally  important  part,  and  profoundly  influences  the 
morbid  developments  met  with  at  this  period  of  life.  It  seems 
perfectly  clear  that  the  normal  evolution  of  the  embryo  is  very 
immediately  dependent  upon  the  normal  evolution  of  the 
amniotic  folds.  The  appearance  of  the  cephalic,  caudal,  and 
lateral  folds  in  the  extra-embryonic  somatopleure,  their 
regular  growth  until  the  embryo  is  completely  surrounded  by 
them,  their  entire  separation  from  the  body  of  the  embrj'o  by 
the  interposition  of  the  liquor  amnii,  and  the  final  closure  of 
the  amniotic  sac  constitute  a  series  of  complicated  processes, 
the  normal  performance  of  which  is  essential  for  the  regular 
formation  of  the  new  organism.  At  the  same  time  it  is  to 
teratology  and  more  especially  to  experimental  teratogeny  that 
science  is  indebted  for  the  demonstration  of  this  important 
fact     I  doubt  whether  the  r61e  of  the  amnion  in  the  normal 

*  "The  Pathology  of  the  foetus."— -A-<>//.  Med.  and  Surg.  Joum,,  v.  II2,  1899. 
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formation  of  the  body  could  ever  have  been  predicted  from  the 
examination  of  healthy  embryological  specimens  alone.  On  the 
other  hand  the  investigator  of  teratological  phenomena  and 
especially  of  teratogenetic  processes  cannot  long  examine  his 
material  without  being  impressed  by  the  predominance  of  the 
amniotic  factor.  The  archives  of  teratology  teem  with  the 
records  of  cases  of  malformation  and  monstrosity  in  which  the 
amnion  was  adherent  to  the  deformed  part  of  the  foetus,  or  in 
which  amniotic  bands  and  threads  coexisted  with  grave  struc- 
tural anomalies.  Several  of  the  most  marked  types  of  mons- 
trosity that  I  have  met  with  have  been  evidently  associated 
with  abnormalities  of  the  amnion.  I  show  here  a  foetus  with 
exomphalos,  facial  fissures,  cleft  palate,  diaphragmatic  hernia,  a 
stunted  condition  of  the  right  arm,  ocular  anomalies,  and  a  sacral 
spina  bifida ;  and  in  this  instance  there  had  been  union  between 
the  amnion  and  several  parts  of  the  foetus  as  was  shown  by  the 
presence  of  a  band  stretching  from  the  sacral  tumour  to  the 
membranes.  In  this  case  of  spina  bifida  and  anencephalus 
also  an  amniotic  band  was  present ;  and  every  collection  of 
teratological  specimens  would  furnish  several  illustrative  ex- 
amples. It  is  not,  however,  at  all  necessary  for  the  proof  of  the 
amniotic  origin  of  any  monstrosity  that  the  amniotic  adhesion 
or  band  should  be  present  at  birth.  It  is  quite  conceivable  that 
such  an  adhesion  existed  at  an  early  period  in  the  development 
of  the  embryo,  and  having  accomplished  its  pathologic  purpose 
became  itself  absorbed  or  lost  to  view  in  the  morbid  process 
which  it  had  set  up.  Actual  proof  of  this  belief  has  been 
supplied  by  the  teratogenetic  experiments  of  Dareste  and  others 
who  have  shown  the  preponderating  influence  of  the  amnion  in 
the  artificial  production  of  monstrosities  in  the  case  of  the  chick. 
They  have  demonstrated  also  that  the  morbid  effects  are  due  not 
so  much  to  the  formation  of  bands  as  to  the  pressure  brought  to 
bear  upon  the  embryo  by  the  defective  development  of  the 
amnion  and  by  the  non-separation  of  the  membrane  from 
various  regions  of  the  body  of  the  embryo.  This  may  be  a 
transitorj'  condition,  there  being  simply  delay  in  the  closure  of 
the  somatopleure  folds  over  the  back  of  the  embryo ;  but  the 
removal  of  the  pressure  does  not  restore  the  status  quo  ante,  the 
embryo  goes  on  developing  along  the  morbid  lines  into  which  it 
has  been  directed  and  the  pathological  process  continues  although 
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the  immediate  cause  be  no  longer  evident  A  good  example 
of  this  action  of  the  amnion  is  found  in  the  sympodial  or 
sireniform  foetus,  for  in  its  production  there  is  defective  develop- 
ment of  the  caudal  fold  of  the  amnion  and  consequent  pressure 
on  the  posterior  end  of  the  embryo.  This  leads  to  rotation  and 
subsequent  fusion  of  the  lower  limbs  and  of  the  two  halves  of 
the  pelvis,  thereafter  the  development  of  the  amnion  is  com- 
pleted but  the  pathological  process  remains,  growth  continues, 
and  the  foetus  is  born  with  the  malformation  known  as  sympodia. 
Occasionally,  as  in  the  specimen  1  show  here,  the  amniotic 
pressure  is  earlier  removed  and  there  results  a  foetus  with 
rotation  but  without  fusion  of  the  lower  extremities.  Inter- 
mediate degrees  or  connecting  links  exist  between  these  two 
forms  of  monstrosity,  and  from  them  confirmatory  evidence  is 
forthcoming  that  what  has  been  described  is  really  the  mode  in 
which  the  anomaly  takes  its  origin.  Amniotic  pressure  occupies 
the  place  in  modern  views  upon  the  production  of  monstrosities 
which  the  Hippocratic  notion  of  narrowness  and  tightness  of 
the  uterus  and  abdomen  so  long  held. 

While  there  can  be  no  doubt  that  the  amnion  plays  a  very 
important  if  not  absolutely  the  most  important  part  in  deter- 
mining the  peculiarities  of  embryonic  pathology,  it  must  not  be 
forgotten  that  the  chorion,  the  umbilical  vesicle,  and  the  allantois 
probably  also  exercise  a  distinct,  but  as  yet  little  known, 
influence  upon  the  morbid  manifestations  of  this  period  of 
antenatal  life.  In  speaking  of  the  pathology  of  foetal  life  and 
its  investigation,  I  laid  special  stress  upon  the  necessity  of 
carefully  examining  the  placenta  as  well  as  the  foetus  in  every 
case ;  now  in  reference  to  the  inquiry  into  the  problems  of 
teratology,  I  must  emphasise  the  importance  of  a  thorough 
scrutiny  of  the  foetal  membranes,  and  especially  do  I  insist  upon 
the  routine  examination,  both  with  the  naked  eye  and  micro- 
scope, of  all  abortion-sacs  (and  their  contained  embryos)  thrown 
off  in  the  early  months  of  pregnancy.  It  will  be  seen,  after 
what  has  been  said  regarding  the  amniotic  factor  in  embryonic 
pathology,  that  with  the  embryo  just  as  with  the  foetus,  it  is  the 
peculiarity  of  the  intra-uterine  environment  which  so  power- 
fully modifies  the  morbid  developments  of  antenatal  existence. 
This  factor  in  itself,  without  calling  in  the  aid  of  any  others, 
serves    to  explain   nearly  all   the  apparently  so   inexplicable 
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phenomena  of  teratology  and  foetal  pathology.  I  say  "  nearly 
all "  for  a  very  little  thought  suffices  to  suggest  several  proWems 
which  neither  the  factor  of  embryonic  physiology  nor  the  r61e  of 
the  amnion  serve  to  elucidate.  This  leads  to  the  consideration 
of  the  third  factor  in  embryonic  pathology,  which  I  have  termed 
the  germinal  or  pre-embryonic 


The  Germinal  Factor  m  Embryonic  Pathology 

Just  as  there  was  found  to  be  an  embryonic  factor  in  foetal 
pathology,  so  in  embryonic  pathology  there  are  traces  of  the 
projection  into  it  of  the  results  of  morbid  causes  acting  at  a 
yet  earlier  epoch.  It  will  have  been  noted  that  I  have  made 
no  reference  to  double  monstrosities  in  what  has  been  said 
regarding  the  teratological  manifestations  of  embryonic  life. 
The  reason  is  that  I  believe  that  the  double  (or  triple)  nature 
of  the  organism  is  generally  (if  not  always)  decided  before  the 
period  of  the  embryo  is  reached.  That  in  the  case  of  twin- 
foetuses,  one  or  both  may  become  monstrous  during  the 
embryonic  epoch,  I  do  not  for  a  moment  doubt ;  but  I 
firmly  believe  that  the  primary  question  that  there  are  to 
be  twins  has  been  settled  before  the  appearance  of  the  three 
layers  of  the  blastoderm  and  the  commencement  of  the  life  of 
the  embyro  (as  this  has  been  defined).  The  double  nature  of 
the  organism,  but  not  necessarily  its  teratological  character, 
has  been  fixed  in  the  pre-embryonic  stage  of  antenatal  life. 
Given  the  presence  of  twins  in  the  uterus  then  one  or  other  or 
both  are  subject  to  the  same  influences  which  by  their  action 
produce  monstrosities  in  the  single  embryo  and  diseases  in  the 
single  foetus,  and  may  in  consequence  become  monstrous  or 
diseased.  I  do  not  now  refer  to  the  question  of  the  terato- 
logical nature  of  twins  as  twins,  that  is  a  matter  which  will  be 
dealt  with  later,  but  I  emphasise  the  statement  that  both  the 
organisms  in  the  uterus  in  twinning  must  in  passing  through 
the  embryonic  period  of  their  existence  be  subject  to  the  same 
morbid  influences  as  act  upon  the  single  embryo  and  produce 
in  it  teratological  results.  In  addition,  however,  to  this  view  of 
the  subject,  it  must  also  be  borne  in  mind  that  the  fact  that 
there  are  two  organisms  in  the  uterus  complicates  the  process 
of  development  by  introducing  the  possibility  of  the  action  of 
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the  one  organism  upon  the  other.     It  is  a  well-established  fact 
that   if  one  twin  die  in  utero  it  may  through  the  continued 
growth   of  the  living  twin   become    flattened    and*  converted 
into  the  foetus  papyraceus  or  compressus  so  well  -  known   to 
obstetricians.     It   is   also  believed   by  some  that  one  of  the 
twins  may  not  only  influence  the  post-mortem  fortunes  of  the 
other,  but  may  even  affect  its  normal  growth  and  health.      In 
the  antenatal  struggle  for  life  and  normal  evolution  which  is 
thus  supposed  to  be  set  up  in  utero,  it  is  conceived  that  the 
twin  with  greatest  vitality  and  energy  will  gain  an  advantage 
over  the  other,  will  annex  for  his  own  benefit  a  larger  area  of 
the   vascularised   chorion   than   is   his   by   the   right   of  equal 
division,  will  obtain  a  greater  amount  of  nourishment,  and  will 
in  one  word  become  the  predominant  partner.     As  a  result  the 
other  twin  will  be  less  well  nourished,  will  lag  behind  in  its 
developmental  processes,  and  may  in  the  end  be  reduced  to  the 
subordinate  position  of  becoming  a  pensioner  upon  his  brother's 
bounty.     A  condition  in  which  there  were  two  organisms  in 
the   uteru3,  each  equally  parasitic  upon   the   maternal  system 
through  the  placenta,  has  then  been  replaced  by  a  status  in 
which  one  of  the  organisms  is  a  maternal  parasite,  while  the 
other   is   a  parasite   upon  this  parasite  {cf.  Botany).     In  this 
way,  therefore,  twinning,  a  pre-embryonically  determined  con- 
dition comes  to  play  a  part  in  embryonic  pathology.     I  do 
not,  however,  quite  accept  the  explanation   which   has   been 
given  of  the  success  of  one  twin  and  the  failure  of  the  other. 
I    think   that   here  also  it  will   be   necessary  to  look  for  the 
primary  cause  in  germinal  or  pre-embryonic  existence.     That 
there  are  to  be  twins  has  been  settled  before  embryonic  life 
begins ;    that  one  of  these  is  to  be  stronger  and   the  other 
weaker  when  both  are  yet  in  the  germinal  stage  may  also  have 
been  decided.     One  of  the  twins,  if  we  take  this  view  of  the 
case,  may  be  so   weak   that  its  development  cannot  proceed 
beyond  an   early  and  most  rudimentary  stage ;   but  through 
the  circumstance  of  its  twinship,  and  with  the  help  of  its  co- 
twin,  it  is  saved  from  certain  early  death,  and  enabled  to  live 
on  in  utero,  sometimes  without  a  heart,  generally  without  any 
placenta  or  part  of  a  placenta  to  call  its  own.     Of  course  it 
must  never  be  forgotten  that  it  is  going  beyond  the  bounds  of 
strict  accuracy  to  speak  about  such  a  thing  as  the  struggle  for 
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life  in  utero  and  success  or  failure  in  this  struggle  ;  whether  we 
regard  the  action  of  one  twin  on  the  other  as  malignant  or 
benignant  is  not  of  so  much  importance  as  to  bear  in  mind 
that  we  are  applying  figurative  terms  to  the  results  of  processes 
in  which,  of  course,  the  idea  of  motives  does  not  enter.  The 
point  which  I  wish  to  lay  special  stress  upon  is  that  in 
embryonic  pathology  there  are  peculiarities  for  the  explana- 
tion of  which  it  is  necessary  to  look  in  the  occurrences  of  the 
germinal  period  of  antenatal  life. 

A  still  more  cogent  reason  for  believing  in  the  existence 
of  the  germinal  factor  in  embryonic  pathology  is  supplied  by 
the  frequently  observed  heredity  of  malformations.  Sometimes 
it  is  found  that  such  an  anomaly  as  defective  digits  recurs  in 
one  generation  after  another,  sometimes  several  members  of  the 
same  family  show  the  same  structural  anomaly,  and  occasionally 
a  woman  gives  birth  to  several  deformed  children  by  one 
husband  and  to  several  healthy  ones  by  a  second  consort 
In  all  these  cases  it  seems  necessary  to  predicate  the  existence 
of  morbid  tendencies  anterior  to  the  embryonic  epoch. 

Classification 

It  is  probably  safe  to  state  that  many  investigators  have 
been  turned  from  the  study  of  teratology  by  the  complexities 
of  its  various  classifications  and  the  eccentricities  of  its  nomen- 
clature.    The  subject  has  suffered  and  is  suffering  from  too 
much  classification  and  too  many  names  of  too  many  syllables. 
It  would  be  both  wearisome  and  unprofitable  to  consider  even 
briefly  the    various    systems    of   arrangement,  each    generally 
accompanied  by  a  nomenclature  of  its  own,  which  have  been 
proposed  during  the  last  two  centuries.     Haller,  Buffon,  Mala- 
came,    Penada,    Meckel,    Otto,    Breschet,    the    Saint- Hilaires, 
Gurlt,     Bischoff,    Sangalli,    Forster,     Davaine    Sante    Sirena, 
Thompson  Lowne,  and  Taruffi,  have  all  laboured  in  this  field 
of  research,  and  have  proposed  systems  of  classification  which 
have  met  with  great  or  little  success  the  requirements  of  the 
case.     In  nearly  every  instance  the  discovery  of  undescribed 
types  of  monstrosity  or  further  researches  upon  old  types  have 
revealed  the  existence  of  defects  in  the  classification,  and  have 
so  far  weakened  its  usefulness.     The  observation  of  connecting 
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links  between  different  types  has  been  a  specially  fertile  cause 
of  rearrangements  and  reclaissification.  These  same  intermediate 
varieties  have  nevertheless  served  the  good  and  useful  purpose 
of  demonstrating  that  in  teratology  we  have  to  do  not  so  much 
with  a  series  of  clearly  differentiated  types  as  with  an  almost 
interminable  number  of  kinds  of  monstrous  forms  related  more 
or  less  intimately  to  each  other  and  shading  off  into  each  other 
by  almost  imperceptible  degrees.  To  attempt  to  classify  them 
is  very  much  like  trying  to  classify  shades  of  colour :  we  can 
pick  out  leading  types  and  arrange  all  the  others  according  as 
they  differ  from  or  resemble  them,  but  we  shall  soon  find  that 
it  is  impossible  to  translate  this  method  of  grouping  into  a 
linear  series.  Yet  this  is  what  many  teratologists  have  tried 
to  do.  The  classification  must  never  dominate  the  science  ;  it 
must  always  be  subordinate  to  it.  It  is  necessary  to  have 
some  form  of  grouping  together  teratological  cases,  but  the 
cases  are  of  far  more  importance  than  the  grouping  of  them. 

An  etiological  classification  is  for  the  present  at  least  an 
impossibility.  Neither  an  arrangement  based  upon  patholo- 
gical characters,  nor  a  regional  one  can  be  regarded  as  satis- 
factory. A  survey  of  the  various  systems  that  have  been 
proposed  shows  that  running  through  most  of  them  is  to  be 
found  the  idea  of  a  primary  division  of  terata  into  three 
groups :  in  one  there  is  excess  of  formation,  in  another  there 
is  defect,  and  in  the  third  there  is  altered  relation  without 
either  excess  or  defect.  By  combining  this  way  of  looking  at 
terata  with  a  regional  arrangement,  somewhat  in  the  manner 
adopted  by  Taruffi,^  a  fairly  satisfactory  working  system  of 
classification  can  be  arrived  at.  Such  a  system  of  necessity 
has  its  defects  ;  but  it  has  the  one  great  merit  of  elasticity,  and 
in  it  a  place  can  be  found  for  practically  all  forms  of  malforma- 
tion. If  it  be  accepted  simply  as  a  means  of  convenience  in 
grouping  together  various  teratological  productions  and  not  as 
a  scientific  setting  forth  of  the  pathological  and  etiological 
relations  of  these  monstrosities  to  each  other,  it  will,  I  believe,. 
be  found  to  serve  its  purpose  well  enough. 

Before  giving  an  abbreviated  sketch  of  this  form  of  classify- 
ing terata,  it  may  be  well  for  me  to  say  a  word  or  two  about 
teratological   nomenclature.       It  is   unquestionable   that   tera- 

^  TarufB,  C,  Storia  delta  Teratologia,  vols,  i.-viii.,  1881  to  1894. 
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tological  terms  are  uncouth  and  unfamiliar  to  the  eye  and  ear 
of  the  ordinary  student  of  medicine.  It  is  true  that  some  of 
them  are  not  only  polysyllabic  to  an  almost  alarming  d^ree, 
but  are  actually  riddles  to  be  read  only  by  a  good  Greek 
scholar.  It  would,  for  instance,  be  easier  to  speak  of  twins 
united  chiefly  by  the  pelves  as  such  than  to  call  the  monstrosity 
which  they  constitute  "  lecanopagus "  or  "  dicephalus."  It 
would,  to  give  a  still  more  striking  example,  be  simpler  for  us  to 
refer  to  :a  case  of  twins  united  by  their  pelves  and  thoraces 
with  three  legs  and  three  arms,  than  to  term  it  an  instance  of 
lecanopagus  somato-catagoniodes  tripus  tribrachius.  At  the 
same  time  it  is  well  to  remember  that  the  latter  phraseology, 
although  cumbersome,  has  at  least  this  advantage,  that  it  would 
be  equally  intelligible  to  the  educated  Frenchman,  German, 
Italian,  Spaniard  and  Russian  as  to  the  English-speaking 
physician.  After  all  has  been  said,  there  are  other  depart- 
ments of  science,  and  even  of  medicine,  that  have  a  nomen- 
clature every  whit  as  difficult  as  that  of  teratology  ;  but  they 
are  more  immediately  practical  or  more  generally  studied,  and 
their  most  polysyllabic  terms  have  in  consequence  become  more 
familiar  to  the  ear  and  eye.  At  the  same  time  it  will  be  for 
the  good  of  their  science,  if  teratologists  will  in  the  future 
refrain  from  the  unnecessary  coining  of  lengthy  words  to 
express  slight  differences  in  structure. 

The  classification  which  I  have  used,  and  which  will  be 
found  in  greater  detail  in  Teratologia^  vol.  ii.,  pp.  313-321,  may 
now  be  given. 

Terata 

A,  Polysomatous  (excess  of  formation) : — 

1 .  Twins,  entirely  separate,  monochorionic  and  dichorionic. 

2.  Twins,  united  only  by  their  umbilical  cords,  allantoido- 

angiopagous : — 

{a)  Paracephalus,  {b)  acephalus,  ic)  amorphus. 

3.  Twins,    united     more    or    less    completely,    syneritic 

disomata: — 

{a)  Symmetrically  united  : — 

{a)  Syncephalus,  {b)  dicephalus,  (^)  thoracopagus. 
ip)  Asymmetrically  united  : — 
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{a)  Cephalo  -  parasitus,   {V)  prosopo  -  parasitus, 
{c)  trachelo-parasitus,  {d)  thoraco-parasitus, 
{e)  gastro-parasitus,  (/)  lecano-parasitus,  (^) 
melomelus. 
4.  Triplets,  quadruplets,  quintuplets,  sextuplets,  etc. : — 
{a)  Separate,  (J>)  united — (i)  by  the  vessels  of  the 
cords,  (2)  structurally. 
B,   Monosomatous  (defect  of  formation  and  altered  relation)  : — 

1.  Malformation  of  the  whole  body  (or  nearly  so),  pan- 

tosomatous : — 

{a)  Giants,  (Ji)  dwarfs,  {c)  hemi-hypertrophy  and 
hemi-atrophy. 

2.  Malformation  of  a  part  of  the  body,  merosomatous  : — 

{a)  Head : — 

1.  Cranium,    e.g,    anencephaly,    microcephaly, 

iniencephaly,  etc. 

2.  Face   and   sense-organs,  e.g.  agnathy,  cleft 

palate,  anophthalmy,  cyclopia,  aniridia,  oto- 
cephaly, pre-auricular  appendages,  fistula 
auris,  fissure  of  nose,  etc. 

ip)  Neck,  e,g,  branchial,  thyroid,  hyoid  anomalies,  etc. 

(c)  Thorax,  eg.  pectoral  and  diaphragmatic  defects, 
cardiac  anomalies,  mammary  malformations, 
vascular  anomalies,  etc. 

{f[)  Abdomen  and  pelvis,  e.g,  exomphalos,  hernia, 
intestinal  anomalies,  urinary  malformations, 
genital  anomalies,  hermaphroditism. 

{i)  Spine  and  cord,  eg.  spina  bifida,  spinal  retro- 
flexion, amyelia,  etc. 

(/)  Limbs,  eg,  ectromely,  sympody,  syndactyly,  ab- 
sence of  tibia,  etc. 

{g)  Annexa,  eg.  placental  and  funic  anomalies, 
amniotic  bands,  etc. 

3.  Transposition  of  the  viscera,  heterotaxic. 

It  is  unnecessary  to  say  much  in  explanation  of  this  scheme 
of  classification.  It  follows  in  its  broad  outlines  the  plan 
adopted  by  TaruflR,  but  differs  from  it  in  certain  particulars. 
All  teratologtcal  phenomena  are  divided  into  two  large  classes 
>ne  in  which  there  is  excess  of  formation,  including  not 

2  I 
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only  the  double  terata  or  united  twins  and  the  allantoido- 
angiopagous  twins  or  placental  parasites,  but  also  the  cases 
of  included  foetus,  of  teratoma,  of  Polydactyly,  and  the 
separate  twins  and  triplets,  both  monochorionic  and  dicho- 
rionic.  Manifestly  the  inclusion  of  several  of  these  terata 
in  this  group  is  from  a  strictly  scientific  standpoint  open  to 
criticism,  and  many  will  doubtless  r^ard  the  position  here 
assigned  to  ordinary  twins  as  unwarranted,  and  that  given 
to  Polydactyly  as  incorrect  There  is,  nevertheless,  a  growing 
opinion  that  while  each  foetus  in  a  case  of  twins  or  triplets 
may  be  normally  formed,  yet  the  very  fact  that  there  are 
twins  or  triplets  is  in  itself  an  anomaly  in  the  human 
subject  As  to  Polydactyly  and  other  minor  malformations 
of  a  similar  kind,  it  is  true  that  it  differs  very  markedly 
from  such  a  monstrosity  as  the  Siamese  twins  ;  but  it  is  to 
be  borne  in  mind  that  a  long  series  of  connecting  links 
exists,  and  that  after  all  it  agrees  with  the  others  in  the 
character  of  excess  of  formation,  although  the  excess  be  very 
slight  Further,  I  repeat  that  the  classification  is  not  in- 
tended to  be  a  means  of  teaching  the  science  or  of 
indicating  the  etiology  of  the  various  malformations,  but  is 
to  be  regarded  simply  as  a  tentative  arrangement  largely  for 
the  purpose  of  convenience.  In  the  other  large  group,  that 
of  the  monosomatous  or  single  monstrosities,  I  have  departed 
from  Taruffi's  classification  in  several  details.  I  have,  for 
instance,  divided  all  the  terata  in  this  group  into  three 
classes:  (i)  that  in  which  the  whole  body  or  a  large  part 
of  it  is  monstrous  ;  (2)  that  in  which  only  a  part  of  the 
body  is  affected ;  and  (3)  that  in  which  there  is  trans- 
position of  parts,  either  of  all  the  viscera  or  of  two  or  three 
only.  I  have  also  thought  it  well  to  make  a  special  sub-class 
in  the  second  division  for  the  teratological  conditions  of  the 
foetal  annexa,  the  placenta,  membranes,  and  umbilical  cord,  for 
these  are  as  truly  foetal  organs  as  is  the  liver  or  bladder  ; 
further,  their  malformations  have  as  yet  received  little  atten- 
tion and  deserve  a  great  deal.  Just  as  it  may  be  objected 
that  normal  twins  have  no  claim  to  a  place  in  the  first 
division,  so  it  is  permissible  to  cavil  at  the  inclusion  of 
giants  in  a  class  characterised  as  a  whole  by  defect  of 
formation    or  by  altered   relation.     At   the  same  time  it  v^- 
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possible  to  argue  that  although  giants  show  a  large  bulk, 
yet  are  they  defective  in  other  ways.  The  dominant  char- 
acter of  the  whole  group,  however,  is  not  that  of  defect  of 
formation,  but  that  of  singleness  :  it  is  one  body  that  is 
deformed  that  is  the  leading  feature.  A  more  serious 
objection  to  the  scheme  of  arrangement  is  the  overlapping 
that  is  produced.  To  cite  one  instance,  one  twin  may  be 
anencephalic  ;  on  account  of  his  twinship  he  would  have  a 
claim  to  be  placed  in  the  first  division,  while  his  malformed 
cranium  would  give  him  a  right  to  appear  in  the  second.  It 
is  for  this  reason  that  I  repeat  that  the  classification  is  not  a 
scientific  setting  forth  of  the  exact  pathological  and  etio- 
logical relations  of  these  monstrosities  to  each  other,  but 
simply  a  convenient  method  of  grouping  them. 

Diagnosis 

I  know  of  no  means  by  which  embryonic  monstrosities  can 
be  diagnosed  during  the  first  three  months  of  antenatal  life. 
Unless  the  conception  be  expelled  in  the  form  of  an  abor- 
tion sac,  there  is  no  possibility  of  knowing  whether  the 
embryo  in  it  is  normal  or  teratological  ;  at  least  I  know  of 
none.  Although  there  is,  therefore,  no  possibility  of  diagnos- 
ing monstrosities  at  the  period  in  intra-uterine  life  when  they 
are  mostly  produced,  it  is  none  the  less  important  to  examine 
very  carefully  all  abortion  sacs.  Indeed,  I  cannot  help  again 
referring  to  the  too  common  habit  of  neglecting  the  minute 
investigation  of  the  embryo  in  such  abortion  sacs.  When  it 
is  remembered  that  we  possess  so  few  records  of  carefully 
examined  monstrous  embryos  in  the  human  subject,  the  im- 
portance of  scrutinising  every  abortion  sac  becomes  clear  ; 
and  when  it  is  further  realised  that  the  nearer  the  monstrosity 
is  to  the  period  of  its  production,  the  more  valuable  it  will  be 
for  the  elucidation  of  the  problem  of  its  causation,  it  becomes 
imperative  that  all  such  material  should  be  examined. 

It  is  when  the  monstrous  embryo  has  become  a  monstrous 
foetus,  when,  in  other  words,  the  later  stage  of  pregnancy  hais 
been  reached,  that  the  possibility  of  the  formation  of  a 
diagnosis  may  be  considered.  Even  then  it  must  be  regarded 
as  a  matter  of  the  greatest  difficulty  in  the  present  state  of 
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our  knowledge.  All  that  has  been  said  about  the  diagnosis 
of  fcetal  diseases  might  be  repeated  here.  The  mother's 
previous  medical  history  both  general  and  obstetrical  must 
be  taken  into  account,  for  it  is  now  beginning  to  be  realised 
that  syphilis,  tuberculosis,  alcoholism,  and  probably  other 
morbid  maternal  conditions  are  often  associated  with  mon- 
striparity.  Further,  it  has  been  noted  that  a  patient  some- 
times gives  birth  to  a  succession  of  monstrosities,  and  even  to 
a  succession  of  the  same  kind  of  monstrosity :  such  a  woman 
may  be  fairly  described  as  a  monstripara.  Again,  monster- 
bearing  may  and  not  infrequently  does  occur  in  women  who 
are  twin-bearers,  or  who  have  been  in  the  habit  of  aborting 
or  of  giving  birth  to  premature  or  dead  or  congenitally  weak 
infants.  Hence  it  comes  that  the  record  of  such  occurrences 
in  the  mother's  past  history  takes  on  a  special  diagnostic 
importance.  Whether  she  and  her  husband  are  nearly  related 
ought  also  to  be  inquired  into,  for  consanguinity  in  marriage 
where  there  is  a  bad  (or  rather  a  broken)  heredity  is  apt  to 
be  prejudicial  to  the  offspring. 

In  the  next  place  all  the  details  of  the  present  pr^^nancy 
should  be  carefully  inquired  into,  for  the  occurrence  of  a 
traumatism  in  early  gestation  or  the  incidence  of  an  infectious 
fever,  of  syphilis,  of  lead-poisoning,  of  tubercle,  of  rheumatism, 
etc.,  may  all,  in  the  light  of  modem  research,  have  a  bearing 
on  the  diagnosis  of  a  teratological  product  in  the  uterus. 
There  is  also  reason  to  believe  that  these  conditions  in  order 
to  be  teratogenic  must  be  operative  in  the  first  two  months 
of  gestation,  therefore  it  will  be  necessary  to  pay  special 
attention  to  the  history  of  the  mother  in  the  earliest .  part  of 
her  pr^fnancy. 

Again  the  patient  may  be  able  to  give  valuable  and  sug- 
gestive information  regarding  the  occurrence  of  unusual 
symptoms  during*  her  present  pr^jnancy.  She  may  have 
noticed  an  unnaturally  rapid  or  slow  or  irr^rular  growth  in 
size  of  the  abdominal  tumour ;  she  may  have  been  struck  by 
the  weakness  or  absence  of  the  foetal  movements  or  by  their 
marked  force  or  frequency ;  or  she  may  have  been  the  subject 
of  unusual  sensations  in  the  abdomen  and  pelvis.  Such 
symptoms  may  suggest,  they  can  scarcely  do  more,  the  presence 
of  a  foetal  malformation  in  utero. 
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The  careful  examination  of  the  uterus  and  its  contents  both 
with  the  hands  and  the  stethoscope  ought  next  to  be  under- 
taken. In  this  relation  the  growing  habit  among  obstetricians 
of  diagnosing  fcetal  presentations  and  positions  by  means  of 
abdominal  palpation  alone  will  undoubtedly  prove  of  service 
to  the  teratologist.  The  experience  so  gained  will  be  of 
great  value  in  the  detection  of  deviations  from  the  normal 
shape  and  size  of  the  foetus  in  the  uterus.  It  ought  not 
to  be  difficult  for  one  who  can  diagnose  the  position  of  the 
normal  foetal  head  or  back  or  pelvic  extremity  or  limbs  in 
utero  also  to  detect  the  absence  of  the  cranial  vault  or  one  or 
more  of  the  limbs  or  the  presence  of  unusual  protrusions  from 
the  various  regions  of  the  foetal  body.  The  perfection  of  skia- 
graphy will  also  prove  of  great  assistance  in  this  respect  The 
existence  of  hydramnios  may  render  abdominal  palpation  diffi- 
cult by  masking  the  foetal  parts,  but  its  presence  has  the  com- 
pensating advantage  of  suggesting  the  teratological  nature  of 
the  uterine  contents.  It  is  now  well  known  that  hydramnios 
as  well  as  oligohydramnion  (as  the  absence  or  marked  scarcity 
of  the  liquor  amnii  is  called)  very  frequently  is  associated  with 
a  monstrosity  in  the  uterus.  In  fact,  acute  polyhydramnion, 
itself  a  teratological  state  in  all  probability,  is  the  strongest 
antenatal  evidence  that  is  known  in  support  of  the  diagnosis 
that  the  unborn  infant  is  deformed.  I  need  not  here  refer  to 
the  signs  and  symptoms  of  hydramnios  or  of  oligohydramnion, 
they  are  to  be  found  in  every  text-book  of  midwifery ;  for  the 
sake  of  emphasis  I  repeat  that  their  presence  is  of  the  greatest 
diagnostic  significance. 

The  careful  auscultation  of  the  foetal  heart  may  suggest 
the  presence  of  cardiac  malformations,  and  to  this  matter  I  have 
already  referred  in  dealing  with  the  diagnosis  of  foetal  diseases. 
It  has,  however,  recently  been  stated  that  the  character  of  the 
foetal  heart  sound  may  be  the  means  of  diagnosing  the  exist- 
ence of  an  anencephalic  foetus  in  utero,  Giglio^  insists 
upon  the  weak,  uncertain,  distant  and  frequent  beat  of  the 
heart  in  these  cases.  It  is  on  this  account  often  regarded  as 
absent,  and  Giglio  thinks  that  this  absence,  when  associated  with 
active  foetal  movements,  is  in  itself  suggestive  of  anencephaly. 

*  Giglio,   G.     **  Mostri  anencefali  e  derencefali.** — Ann,  cU  ostet,,  vol.   xix. 
p.  333.    1897. 
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It  is  presumably  due  to  the  absence  of  cerebral  and  spinal  centres 
baving  to  do  with  the  nervous  mechanism  of  the  heart 

Doubtless  as  time  goes  on  and  as  the  details  of  pregnancies 
•ending  in  the  birth  of  teratological  foetuses  become  better 
known,  it  will  be  possible  to  add  to  the  number  of  the 
symptoms  and  signs  which  point  to  the  presence  of  such 
monstrosities  in  utero ;  in  the  meantime,  it  must  be  confessed 
that  antenatal  diagnosis  rests  on  very  slender  foundations. 

Even  the  intranatal  diagnosis  of  monstrosities  presents 
many  difficulties,  and  it  is  often  not  until  the  infant  is  fully 
bom  that  it  is  recognised  to  be  teratological.  Something 
unusual  in  the  presentation,  noticed  either  before  or  more 
commonly  after  the  rupture  of  the  membranes,  may  lead  the 
obstetrician  to  a  more  careful  palpation  of  the  maternal  abdo- 
men, and  he  may  then  detect  the  existence  of  some  anomaly 
of  defect  or  excess  on  the  part  of  the  foetus.  When  the  pre- 
senting part  of  the  foetus  is  the  part  which  is  malformed,  as 
is  often  the  case  in  anencephaly  and  exomphalos,  the  obste- 
trician is  very  likely  to  be  much  puzzled,  for  such  occurrences 
are  rare  even  in  large  practices.  The  exposed  basis  cranii 
in  anencephaly  may  be  at  first  mistaken  for  the  face ;  and 
the  abdominal  viscera,  and  especially  the  intestines  in  ex- 
omphalos may  suggest  prolapsus  funis  or  rupture  of  the 
uterus  with  descent  of  the  maternal  intestinal  coils.  In 
these  puzzling  cases,  however,  careful  vaginal  palpation  will 
usually  serve  to  clear  up  the  diagnosis,  especially  if  the  medical 
attendant  will  keep  in  mind  the  possibility  of  the  occurrence  of 
such  monstrosities.  Since  the  diagnosis  of  separate  twins  in 
utero  is  recognised  to  be  fraught  with  difficulty,  it  is  not  to 
be  expected  that  the  detection  of  united  terata  will  be  any 
easier.  In  the  case  of  thoracopagous  twins  one  head  or  breech 
is  usually  outside  the  vulva  before  great  delay  occurs,  and  it  is 
•commonly  only  then  that  the  obstetrician  is  led  to  make  a  more 
careful  investigation  and  to  form  the  diagnosis.  The  same  re- 
mark applies  to  several  other  forms  of  malformation ;  but  with 
most  of  the  minor  anomalies  and  with  parasitic  foetuses  attached 
to  the  body  or  breech  of  the  autosite,  the  teratological  nature  of 
the  conception  is  not  recognised  till  it  is  fully  bom.  Interest- 
ing instances  have  been  put  on  record  in  which  minor  malfor- 
mations have  made  ordinary  presentations  very  puzzling  ;  thus  I 
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have  reported  a  face  case  in  which  the  presence  of  two  congenital 
teeth  threw  much  doubt  upon  the  accuracy  of  the  diagnosis, 
and  another  in  which  a  finger-like  growth  upon  the  scalp  in  a 
vertex  presentation  proved  very  confusing.  In  a  very  remark- 
able instance  of  the  sireniform  foetus  which  I  published  in  1898,^ 
the  expulsion  of  the  fused  lower  limbs  from  the  vagina  led  the 
midwife  in  attendance  to  diagnose  an  arm  presentation,  and  to 
send  for  assistance.  Such  cases  might  be  almost  indefinitely 
multiplied,  for  in  nearly  every  record  of  the  birth  of  a  monstrosity 
there  is  a  reference  to  the  difficulty  of  the  intranatal  diagnosis. 
I  need  scarcely  add  that,  even  after  the  delivery  of  the 
infant,  the  discovery  of  its  teratological  character  is  not  always 
immediately  made,  for  the  anomaly  may  be  an  internal  one. 
This  was  the  case  with  the  infant  with  diaphragmatic  hernia 
which  I  exhibited  at  the  Edinburgh  Obstetrical  Society  in 
1896,*  for  it  was  only  when  the  autopsy  was  made  that  the 
presence  of  the  intestines  and  many  of  the  abdominal  viscera 
in  the  thoracic  cavity  was  found  out.  Hence  it  comes  that 
there  is  the  necessity  of  examining  clinically  every  new-bom 
living  infant,  and  of  making  an  autopsy  upon  every  child  that 
may  die  soon  after  its  birth. 


THE  CEREBRAL  LESIONS  IN  A  CASE  OF 
COMPLETE  ACQUIRED  COLOUR-BLINDNESS 

By  GEORGE  MACKAY,  M.D.,  F.R.C.S.Ed., 
Ophthalmic  Surgeon,  Royal  Infirmary, 

and 

JAMES  CRAUFURD  DUNLOP,  M.D.,  F.R.C.P.Ed., 
Extra  Physician,  Royal  Hospital  for  Sick  Children,  Edinburgh 

(From  the  Laboratory  of  the  Royal  CoUege  of  Physicians,  Edinburgh) 

We  publish  this  record  of  a  case  where  colour  vision  was  com- 
pletely lost,  while  some  form  sense,  achromatic  vision,  persisted, 
believing  it  to  be  the  first  complete  case  of  the  kind  that  has 
been  submitted  to  post-mortem  examination.     As  far  as  we  are 

^  Scottish  MecU  and  Surg.  Joum,^  vol.  ii.,  p.  296,  1898. 
*  "Trans.  Edin.  Obstet.  Soc.,"  vol.  xxi.,  p.  l6i,  1896. 
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aware  only  one  comparable  case  of  acquired  colour-blindness 
has  been  examined  post-mortem^  and  recorded.  We  refer  ta 
that  by  Verrey  {Arch.  dophthaL,  xvii.,  1888,  p.  289).  His 
case  differed  from  ours  in  that  it  was  one-sided  (only 
hemiachromatopsia),  and  showed  a  more  extensive  lesion  of 
the  cerebrum. 

Our  patient,  aged  sixty-two,  the  managing  director  of  a  large 
and  complicated  commercial  undertaking,  was  a  man  of  great 
mental  capacity ;  he  had  enjoyed  good  health,  and  had  previous 
to  his  last  illness  suffered  from  no  malady  which  could  in  any 
way  affect  his  sight.  His  colour  sense  had  always  been  good* 
He  always  took  a  great  interest  in  the  management  of  his 
garden,  and  was  able  to  appreciate  the  most  delicate  colours  in 
his  flowers. 

In  1 896  hard  work  and  excessive  worry  in  the  management 
of  his  business  affairs  seemed  to  have  reduced  his  strength,  he 
became  anaemic.  Early  in  1897  symptoms  of  dyspepsia  were 
added  to  those  of  ansemia.  No  definite  diagnosis  of  his  case 
was  made  until  November  of  that  year,  when  a  carcinoma  of 
the  stomach  was  found.  The  symptoms  of  debility  and 
dyspepsia  increased,  and  at  the  time  of  his  death,  April 
1898,  he  was  very  emaciated.  Thus  far  the  history  of  the 
case  is  a  fairly  typical  one  of  carcinoma  of  the  stomach. 

An  affection  of  the  sight  was  first  noticed  on  November 
24th,  1897.  On  the  previous  day  his  eyesight  had  been  as 
usual,  but  on  the  morning  of  the  24th  he  found  himself  unable 
to  read  his  letters,  and  when  out  walking  later  in  the  day  it 
was  found  that  he  was  unable  to  recognise  vivid  colours  in 
some  children's  dresses.  His  eyes  were  tested  that  afternoon 
(not  by  the  authors),  and  found  to  be  completely  insensible 
to  colour. 

On  December  23rd,  1897,  he  was  examined  by  Dr  Dunlop, 
and  found  to  be  completely  colour-blind.  All  coloured  objects 
appeared  grey.  He  was  unable  to  recognise  the  colours  of 
brightly-coloured  cushions.  He  could  not  see  mustard  on  his 
dinner  plate.  He  could  not  tell  by  sight  whether  a  fire  in 
the  grate  of  his  room  was  glowing  or  not.  His  distant  form 
sense  as  tested  by  Snellen's  types  seemed  good.  He  had 
difficulty  in  reading  continuous  print  even  with  the  help  of  his 
usual  presbyopic  glasses. 
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On  January  26th,  1898,  Dr  Mackay  saw  him,  along  with 
Dr  Dunlop,  and  noted  his  condition  as  follows : — 

External   aspect   of  eyes   natural.       No  obvious  signs   of 
blindness.     Patient  recognised  faces,  and  walked  about  freely. 

Pupils     medium    size,    equal,    reacting    to    light    and    on 
convei^ence. 

Ext.     muse.  —  Movements  "''  '  " 

good. 

Opk.  Exam, — -Media  clear. 
Optic  discs  slightly  senile  and 
anxmic,  but  not  atrophic. 
Vessels  well  proportioned. 
Fundus  generally  healthy.  Re- 
fraction emmetropic. 

V  =  T^i  Sn,  with  each  eye 
separately,  and  attempts  at  % 
Sn.  c  +  4  D  sph.  =  J.  I  with 
each  eye. 

Fields  of  Vision. —  Fields 
for  hand  movements  apparently 
good ;  for  counting  fingers  eccentrically  curtailed  ;  for  a  I  cm. 
square  of  white  paper  restricted  in  the  right  eye  to  an  area  not 
exceeding  5°  inwards,  upwards,  and  downwards,  and  to  7° 
outwards  {i.e.  to  the  right)  from  the  fixation  point ;  in  the  left 
eye  to  an  area  which  only 
"^^^  exceeded    10°    at    the    inner 

side  extending  there  {i.e  to 
the  right)  to  15°  in  the  hori- 
zontal plane. 

The  fields  were  taken 
with  a  Priestly  Smith's  peri- 
meter. The  size  of  the  fields 
may  have  been  influenced  to 
some  extent  by  fatigue,  the 
left  eye  having  been  ex- 
amined first.  If  we  regard 
...  the    case    as    one    of   double 

homonymous        hemianopsia, 
the    left    half   fields    of  both 
eyes  were  more  affected  than  the  right. 
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Eccentric  Form  Sense^  tested  by  recogfnition  of  a  continuous 
black  band  (2  cm.  x  8  cm.)  on  a  white  surface  contrasted  with 
an  interrupted  black  and  white  band  (2  cm.  of  black  squares 
separated  by  2  cm.  white  squares)  ^  was  found  to  be  limited  to 
the  fields  for  white,  and  his  perception  was  rather  better  below 
than  above  the  horizontal  plane. 

Colour  Sense, — Completely  suppressed  for  all  colours  all 
over  the  fields.  Every  colour  appeared  grey — blue  described 
as  glass. 

Light  Sense, — Not  specially  investigated  for  want  of  proper 
means  at  the  patient's  house. 

Intellect, — Clear.  No  word  blindness.  Memoiy  of  colours 
seemed  good.     Quite  conscious  of  his  lost  sense. 

Diagnosis. — Double  homonymous  hemianopsia,  complete 
for  colour  sense,  incomplete  for  form  sense  about  the  point  of 
fixation,  probably  due  to  symmetrical  cortical  lesions  in  or  near 
the  calcarine  fissures,  with  perhaps  slightly  more  extensive 
destruction  of  the  right  cerebral  visual  area  than  of  the  left 

As  to  the  actual  character  of  the  lesions,  we  considered  but 
put  aside  the  probability  of  an  apoplectic  effusion  or  cerebral 
tumour,  and  concluded  in  favour  of  vascular  occlusion,  not 
without  some  hope  that  the  defect  might  be  to  some  extent 
dependent  on  his  anaemic  condition. 

During  the  two  months  following  this  examination  he 
acquired  greater  facility  in  reading,  but  there  was  no 
restoration   of  his  colour  sense. 

On  April  1 7th  he  suddenly  developed  a  right  -  sided 
hemiplegia,  and  on   April   22  nd  died. 

The  post-mortem  examination  was  made  twenty-four  hours 
after  death.  The  brain  was  hardened  in  ten  per  cent,  formaline 
solution.  At  the  post-mortem  examination,  the  diagnosis  of 
carcinoma  of  the  stomach  was  confirmed. 

The  brain  was  examined  both  for  some  lesion  to  explain 
the  hemiplegia,  and  for  lesions  to  explain  the  double  hemi- 
anopsia. No  lesion  explaining  the  hemiplegia  was  found. 
The  regions  of  the  brain  occupied  by  the  motor  areas  and  motor 
tracts  appeared  on  examination  to  be  healthy.  The  optic 
nerves  were  examined,  and  found  to  be  healthy.  Both  occipital 
lobes,  however,  the  lobes  which  are  undoubtedly  connected  with 

'  See  Brit.  Med,  Jour,  ^  Nov.  10,  1888,  p.  1036. 
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Fig,  3. — Under  surface  of  posterior   poktion  of  cerebrum  showi 

RIGHT  TEMPOFCKICCIPITAL    LOBE    AND   ATROPHIC   CONDITION   OF   Rl 
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sight,  were  found  affected  by  patches  of  atrophy.  The  exact 
relations  of  these  atrophic  patches  were  as  follows  : — 

Right  occipital  lobe, — Inspection  showed  that  the  right 
occipital  was  distinctly  of  smaller  size  than  the  left ;  this  is  well 
shown  in  fig.  4.  It  might  partly  be  explained  by  contortion  of 
the  brain  in  hardening,  but  the  difference  between  the  two  sides 
was  so  marked  that  mere  contortion  is  not  sufficient  for  a  full 
explanation,  and  consequently  the  difference  must  be  ascribed 
to  either  morphological  or  pathological  variation  of  the  lobes. 
Inspection  further  showed  the  existence  of  a  depression  on  the 
inferior  aspect  of  the  lobe.  This  depression  had  a  length  of 
I  \  inches  and  a  breadth  of  f  inch.  The  posterior  edge  of  the 
depression  was  about  J  inch  in  front  of  the  posterior  extremity 
of  the  lobe.  The  outer  edge  of  the  depression  reached  to 
within  J  inch  from  the  outer  edge  of  the  lobe.  In  the  centre 
of  the  depression  a  crescentic  narrow  convolution  was  evident. 
This  atrophied  convolution  was  recognised  as  being  the  pos- 
terior part  of  the  temporo-occipital  or  fusiform  convolution. 
To  insure  accuracy  of  description  and  to  exclude  confusion  that 
might  arise  from  physiological  variations  of  the  convolutions, 
the  specimen  was  submitted  to  Sir  William  Turner,  F.R.S.,  who 
kindly  reported  as  follows  : — 

"  Right  hemisphere  shows  an  atrophic  condition  of  the 
posterior  end  of  a  convolution  on  the  tentorial  surface.  This 
is  bounded  internally  by  the  collateral  fissure,  and  externally 
by  the  fissure  which  separates  the  convolution  from  the  inferior 
temporo- sphenoidal  convolution.  The  atrophy  is  strongly 
marked  in  that  part  of  this  convolution  which  lies  in  the  same 
transverse  plane  as  the  bottom  of  the  internal  parieto-occipital 
fissure,  and  which  is  therefore  behind  the  plane  of  the  posterior 
end  of  the  gyrus  fornicatus.  It  is  not  uncommon  to  find  the 
posterior  end  of  this  convolution  attenuated  in  a  normally 
formed  brain,  but  in  this  brain  the  change  is  not  a  mere 
attenuation,  but  is  marked  by  a  shrivelled  condition  of  the 
coavolution  and  an  obvious  destruction  of  tissue.  The  shrivelled 
appearance  extends  on  the  tentorial  surface  of  the  occipital 
lobe  to  where  the  convolution  is  separated  from  the  gyrus 
lingualis  by  an  intermediate  fissure.  The  convolution  is  some- 
times named  in  descriptive  anatomy  the  fourth  temporal  con- 
volution, at  other  times  the  temporo-occipital  convolution/' 
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To  study  how  far  the  atrophy  extended  into  the  brain 
surface,  three  sections  were  made.  One  of  these  (B  in  fig.  3) 
was  through  the  centre  of  the  atrophic  convolution,  another 
(A)  was  anterior  to  that,  the  third  (C)  was  posterior.  These- 
sections  were  stained  both  by  Heller's  method  and  by  alum 
haematoxylin. 

Section  B,  that  through  the  centre  of  the  lesion,  showed 
{vide  fig.  5)  the  following  points  : — 

1 .  A  marked  atrophy,  both  of  grey  and  of  white  matter  in 
a  region  localised  as  the  temporo-occipital  convolution.     This 
convolution  was  apparently  all  destroyed  with  the  exception  of 
the  association  fibres  at  the  inner  side  of  the  convolution. 

2.  No  afiection  of  the  grey  matter  of  the  calcarine  fissure. 

3.  An  atrophy  of  the  lower  edge  of  the  optic  radiation. 
Section  A,  anterior  to  the  one  described  {vide  fig.  4),  shows 

the  same  involvement  of  brain  tissue  as  seen  in  section  B,. 
namely  atrophy  of  temporo-occipital  convolution,  no  involve- 
ment of  calcarine  fissure,  and  some  involvement  of  lower  edge 
of  optic  radiation.  It,  however,  shows  that  at  this  level  the 
atrophy  of  the  optic  radiation  is  slightly  more  extensive  than 
that  at  the  level  of  section  B. 

Section  C,  posterior  to  B,  shows  the  same  atrophy  of  the 
occipito-temporal  convolution  {vide  fig.  6).  It  also  shows  that 
both  the  grey  and  white  matter  of  the  calcarine  fissure  are 
unaffected,  but  as  the  optic  radiation  is  at  this  level  no  longer  a 
distinct  structure,  it  does  not  appear  whether  it  is  affected  or  not 

Left  occipital  lobe.  The  examination  of  the  left  side  of 
brain  showed  a  lesion  of  the  occipital  lobe  very  similar  to  that 
found  on  the  right  side,  with  the  exception  that  on  inspection 
of  the  surface  the  atrophy  was  not  so  evident,  there  being  no- 
marked  depression  as  on  the  right  side,  and  no  distinctly- 
shrivelled  convolution  ;  it  was,  however,  indicated  by  some 
pigmentation.  The  position  of  this  pigmentation  was 
identified  as  the  posterior  end  of  the  temporo-occipital  con- 
volution. Sir  William  Turner  kindly  corroborated  that  localisa- 
tion. Two  sections  of  the  left  side  of  the  brain  were  stained 
and  examined,  section  D  {vide  fig.  7)  being  made  at  a  plane 
corresponding  as  closely  as  possible  to  section  B  of  the  right 
side ;  the  other  section,  E  {vide  fig.  8),  was  posterior  to  D,  and 
intended  to  correspond  with  section  C  of  the  right  side 
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Section  D  showed  the  following : — 

1.  A  patch  of  atrophy  in  the  position  of  the  occipito- 
temporal convolution,  extending  as  far  as  the  floor  of  the 
lateral  ventricle.  The  only  portion  of  the  temporo-occipital 
convolution  remaining  was  a  small  portion,  including  some  of  the 
external  association  fibres.  {Note. — Although  care  was  taken 
to  make  this  section  correspond  to  B  of  the  right  side,  yet  it 
was  found  that  this  section  included  part  of  the  lateral 
ventricle,  while  B  did  not.  This  may  be  ascribed  to  the  lateral 
ventricle  in  this  brain  extending  further  backwards  on  the  left 
than  on  the  right  side.) 

2.  That  the  atrophy,  by  extending  as  deep  as  the  lateral 
ventricle,  had  destroyed  the  lower  part  of  the  optic  radiation, 
and  some  of  the  inferior  longitudinal  fasciculus. 

3.  That  both  the  grey  and  the  white  matter  of  the  calcarine 
Assure  were  unaffected. 

Section  E  showed  (i)  that  the  occipito-temporal  convolution 
was  partly  atrophied,  the  atrophy  being  most  evident  in  the 
association  fibres  towards  the  outer  side  of  the  convolution. 

(2)  That  the  atrophy  extended  as  deep  as  the  lateral 
ventricle,  and  extended  both  on  the  outer  aud  inner  sides  of 
the  ventricle.  This  implies  that  part  of  the  optic  radiation  is 
involved. 

(3)  That  the  white  matter  between  the  lateral  ventricle 
and  the  calcarine  fissure  was  partially  destroyed,  and  the 
grey  matter  at  the  most  dependent  portion  of  the  fissure 
for  a  space  of  about  3  millimetres  was  also  destroyed,  up 
to  and  including  the  line  of  Vicq  d'Azyr. 

The  brain  aflfection  described  may  be  summed  up  thus :  an 
atrophy  of  the  posterior  part  of  the  temporo-occipital  convolu- 
tion of  both  sides,  that  on  the  right  side  having  caused  a  greater 
destruction  of  tissue  than  that  of  the  left  side,  but  the  atrophy 
of  the  left  side  had  extended  rather  deeper  than  that  of  the 
right,  having  reached  the  floor  of  the  lateral  ventricle,  and  a 
small  portion  of  the  grey  substance  of  the  calcarine  fissure. 
On  both  sides  the  lower  edge  of  the  optic  radiation  was 
affected 

The  nature  of  the  atrophy  was  kindly  examined  by  Dr 
Ford  Robertson  of  the  Scottish  Asylums  Laboratory,  and 
found  to  be  due  to  a  hyaline  degeneration  of  the  adventitia  of 
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the  vessels,  which  had  to  a  great  extent  cut  off  the  blood 
supply,  and  had  led  to  complete  destruction  of  the  proper 
nerve  elements,  both  fibres  and  cells  of  the  affected  portion  of 
the  brain. 

Remarks. — The  case  which  we  here  relate  may  be  r^arded 
as  one  of  double  homonymous  hemianopsia,  complete  for  the 
colour  sense,  and  incomplete  for  the  form  and  light  senses,  in 
so  far  that  the  macular  perceptions  of  light  and  form  were  well 
retained.  According  to  Henschen,^  a  hemianopsia  is  produced 
only  if  there  is  a  lesion  of  the  lower  part  of  the  optic  radiation 
or  of  the  calcarine  cortex.  Our  case  presents  the  former  con- 
dition, but  the  latter  only  in  trivial  degree  and  apparently  only 
in  the  left  hemisphere.  To  Henschen  also  we  owe  the  deduc- 
tion that  the  macular  region  of  the  retina  finds  its  cortical 
representation  in  the  anterior  part  of  the  calcarine  grey  matter. 
Our  case  does  not  oppose  itself  to  that  conclusion,  since,  with 
an  almost  intact  macular  perception  for  form,  it  exhibits  no 
lesion  of  the  grey  matter  nor  of  the  immediately  subjacent 
white  matter  of  the  anterior  portion  of  the  calcarine  area. 

With  Henschen's  further  assertion  that  the  centres  for 
luminous  and  for  colour  perception  coincide  we  would  fain 
agree,  for  one  of  us  has  hitherto  seen  no  cause  to  alter  the 
opinion  expressed  in  1888*  that  the  existence  of  a  special 
colour  centre  was  "  not  proven."  But  in  this  particular  case 
the  total  loss  of  colour  sense  is  associated  with  a  bilateral 
lesion  of  the  fusiform  convolution  so  well  defined  and  sym- 
metrical, that  it  becomes  difficult  to  avoid  the  conclusion 
that  the  grey  matter  of  that  convolution  is  probably  concerned 
in  the  perception  of  colours. 

The  explanation  which  suggests  itself  is  this.  The  fibr^ 
from  the  right  half  of  each  retina  (direct  and  crossed)  consti- 
tuting the  right  optic  tract  find  their  first  destination  by  way 
of  the  lower  part  of  the  optic  radiation  in  the  right  calcarine 
fissure.  Similarly  the  left  optic  tract  leads  first  to  the  left 
calcarine  area.  In  the  grey  substance  at  this  part  we  may 
with  Henschen  believe  that  the  "  cortical  retina "  is  repro- 
duced, or  more  precisely  that  in  this  centre  primary  impres- 
sions  frpm   the  half  retinae  are-  fonyied.     It  is  obvious  that 

^  Rev,  Gin,  tfOphth,,  No.  8,  1894. 
^ . :  *  See  British  Medical /^mmalyifilSi,  ii.  p.  1036. 
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to  combine  these  unilateral  impressions  into  a  harmonious 
picture  there  must  be  a  further  conduction  of  the  stimuli 
along  higher  paths  of  association. 

Similarly   it    is   quite    conceivable    that    to    excite    those 

sensations  which  we  interpret  as  colour  there  may  be  required 

*  a  conduction  of  the  stimuli  out  of  their  first  halting-place  in 

the  calcarine  into  the  not  distant  grey  matter  of  the  fusiform 

before  the  colour  value  can  be  appreciated. 

Such  a  theory  would  accord  well  with  the  case  before  us. 

While  a  great  part  of  the  visual  portion  of  the  optic  radia- 
tion has  been  damaged,  the  macular  fibres  have  escaped.  The 
eccentric  retinal  form  sense  has  thus  been  lost ;  in  the  calcarine 
area  central  {i.e.  macular)  sense  has  been  retained.  But  sup- 
posing that  the  fusiform  is  the  seat  for  the  interpretation  of 
chromatic  stimuli,  the  very  great  destruction  which  it  has 
undergone  in  both  hemispheres  would  sufficiently  explain  the 
loss  of  colour-sense  by  the  damage  done  to  all  the  fibres  in 
their  second  flight  from  the  calcarine  to  the  fusiform. 

In  this  connection  it  is  of  the  highest  interest  to  note  that 
in  Verrey's  ^  case  of  right  hemiachromatopsia  (the  only  one  re- 
corded with  subsequent  autopsy)  there  was  found  an  oi^anised 
haemorrhagic  cyst  3 J  cm.  long,  i  cm.  broad,  and  if  cm» 
deep,  situated  between  the  floor  of  the  horn  of  the  left  lateral 
ventricle  and  the  basal  surface  of  the  occipital  lobe.  It  occu- 
pied the  white  substance  of  the  third  occipital  convolution  ;  it 
destroyed  more  or  less  completely  the  white  substance  of  the 
occipital  end  of  the  lingual  and  fusiform  convolutions,  as  well 
as  that  of  the  postero-inferior  part  of  the  cuneus.  Towards 
the  base  of  the  brain  it  approached  the  median  surface  of  the 
occipital  lobe  without  actually  penetrating  the  cortex,  and 
there  was  at  parts  softening  of  the  white  substance  at  the  side 
of  the  cyst. 

Verrey  concluded  that  "the  centre  for  the  colour  sense 
will  be  found  in  the  most  inferior  part  of  the  occipital  lobe,, 
probably  in  the  posterior  part  of  the  lingual  and  fusiform 
convolutions." 

The  lesion  which  we  have  described  being  of  still  smaller 
dimensions  carries  the  prediction  a  stage  further. 

**One  swallow  does  not  make  a  summer,"  nor  can  one 

^  Arch.  d'Ophih,,  1888,  p.  289. 
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-example  complete  the  proof  of  a  theory ;  but  the  facts  in  this 
remarkable  case,  the  first,  so  far  as  we  know,  in  which  a  total 
acquired  colour-blindness  from  a  cerebral  lesion  has  been  sap- 
ported  by  pathological  examination,  point  strongly  towards  the 
conclusion  that  if  there  is  a  separate  centre  for  colour,  its  seat 
is  the  grey  matter  of  the  fusiform  convolution. 

There  is,  however,  another  aspect  of  the  case.  The  per- 
ception of  colour  is  apparently  the  most  delicate  portion  of  the 
visual  act  Interference  with  colour  perception  is  one  of  the 
first  symptoms  of  impaired  conduction  in  the  retinae  or  optic 
nerves.  Not  merely  is  it  the  first  sense  to  fail  at  the  onset  of 
^distress,  but  it  is  the  last  to  return  in  the  process  of  repair. 

It  is  conceivable,  then,  that  a  lesion  may  readily  be  of 
sufficient  intensity  to  damp  down  the  capacity  of  the  cerebral 
tissue  for  colour  appreciation,  without  at  the  same  time  doing 
more  than  slightly  lowering  the  tone  for  simple  luminous  and 
form  sensations. 

If  that  be  the  case,  and  if  the  calcarine  is  the  common  area 
for  colour  as  well  as  simple  luminous  perceptions,  we  must  seek 
some  other  explanation  of  the  function  of  the  fusiform. 

When  recording  this  case  we  take  advantage  of  the  oppor- 
tunity and  express  our  grateful  thanks  for  kind  assistance  in 
the  examination  of  the  brain  lesion  to  Sir  William  Turner, 
Dr  Alexander  Bruce,  and  Dr  Ford  Robertson,  each  of  whom 
having  given  us  the  advantage  of  their  special  knowledge  of 
the  subjects  at  issue. 


TWO  FURTHER  CASES  OF  PERFORATED 

GASTRIC  ULCER 

By  R.  O.  ADAMSON,  M.B.,  Glasgow 

In  April  1898,  I  recorded  in  this  journal,  two  cases  of 
perforated  gastric  ulcer,  with  a  view  to  emphasising  the 
^early  clinical  and  diagnostic  features.  I  trust  that  readers 
of  the  Journal^  perhaps  especially  general  practitioners  like 
myself,  may  find  some  interest  in  the  perusal  of  two  further 
cases.  The  subject  is  very  frequently  dealt  with  now  in 
medical  literature,  but  no  apology  is  needed  for  presuming 
Ihat   it  is  one  of  always  growing  interest  and   importance, 
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and  one  that  brings  increasing  responsibility  to  both  physicians 
and  surgeons. 

Case  I. — S.  M.,  aet  23  years,  domestic  servant  in 
my  own  house.  On  the  afternoon  of  April  i6th,  1898, 
she  was  seized  with  sudden  severe  pain  in  the  abdomen,  in 
the  left  part  of  the  epigastric  region.  The  pain  rapidly 
increased  in  intensity,  and  when  I  first  saw  her  about  an 
hour  afterwards,  it  was  agonising,  and  her  appearance  was 
suggestive  of  extreme  suffering  and  shock.  Though  usually 
of  a  high  colour,  she  was  blanched  and  blueish,  and  unable 
to  stand.  When  asked  to  indicate  the  site  of  pain,  she  placed 
her  hand  over  the  stomach  region,  below  the  arch  of  the  left 
ribs,  and  of  her  own  accord  further  complained  of  acute  pain 
above  the  left  clavicle,  as  if  the  pain  were  passing  up  from 
her  stomach  to  her  neck.  The  pulse  was  between  eighty  and 
ninety,  soft  and  regular.  The  temperature  was  subnormal. 
She  was  cold  and  clammy.  There  was  no  vomiting.  On 
examining  the  abdomen  there  was  found  acute  sensitiveness 
to  pressure  in  the  epigastric  region,  centrally  and  to  the 
left,  principally  about  two  inches  below  the  xiphistemum, 
and  downwards  and  outwards  from  there  to  about  the  level 
of  the  umbilicus.  Over  this  painful  area  there  was  considerable 
rigidity  of  the  left  rectus  and  oblique  muscles.  Below  the 
umbilicus  there  was  rather  a  sudden  prominence  of  the 
abdomen,  suggesting  that  the  muscular  contraction  of  the 
abdominal  wall  was  local  in  distribution,  and  over  this  pro- 
minent area,  on  either  side,  there  was  more  resiliance  on 
palpation.  Indeed,  on  the  right  side  of  the  abdomen,  below 
the  umbilicus  there  was  no  rigidity  at  all.  On  percussion  of 
the  abdomen  the  note  was  generally  resonant  On  percussion 
of  the  liver  dulness  in  the  middle  line,  there  was  a  dull  note 
for  fully  an  inch  below  the  xiphisternum.  In  the  nipple 
line  a  resonant  note  was  obtained  slightly  more  than  three 
fingers'  breadth  above  the  costal  margin,  and  continued  down 
to  that  margin,  merging  into  the  abdominal  resonance.  On 
auscultating  in  the  epigastric  region,  there  was  heard  occa- 
sionally a  tinkling  sound,  rather  peculiar  in  character,  but 
not  of  a  nature  to  justify  any  definite  inference.  The  respira- 
tion was  mostly  thoracic,  but  not  entirely  so.  She  complained 
of  pain  on  breathing  in   the  epigastric   region,  and   nothing 

2  K 
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was  found  in  the  pericardial   or  pleural  regions  to   account 
for  this. 

Previous  health, — About  four  years  before^  she  had  suffered 
from  headaches,  anaemia,  and  slight  indigestion.      When  she 
came  under  my  notice  in  the  summer  of  1 897  she  appeared 
to  be  quite  strong.     She  had  very  bad  teeth,  and,  being  care- 
less about  her  diet,  she  once  or  twice  became  anaemic,  and  had 
indigestion,  which  was  readily  corrected  by  diet  and  medicines. 
Three   months    before   her  present  attack  her  digestion  had 
become  considerably  deranged,  and  one  day  she  was  seized 
with  a  sudden  very  severe  epigastric  pain,  with  some  faintness. 
There  was  no  evidence  then  of  any  perforation,  nor  had  there 
been  at  any  time  conclusive  evidence  of  gastric  ulcer.      How- 
ever, I  thought  then  that  she  might  possibly  be  suffering  from 
a  latent  ulcer,  with  a  localised  attack  of  peritonitis  over  the 
stomach,  and  the  subsequent  facts  prove  that  this  had  been 
the  case.     She  was  kept  at  rest  in  bed,  and  carefully  fed  on 
diluted  milk.     She  rapidly  improved  and  the  pain  disappeared 
completely,  and  after  a  due  period  of  rest  she  was  allowed  to 
get  up,  under  strict  surveillance  with  regard  to  her  work  and 
diet     She  took  also  Armour's  Pepsin  Elixir  and  capsules  of 
bichromate   of  potassium.      A   month  later  all  her  decayed 
teeth    were    removed,    as    the    first  step   in   regenerating  her 
digestive    system.       She    became    after   this    rosy    and    well 
nourished,  her  health   being  in  every  way  greatly  improved. 
In    time,    despite    repeated    caution,    she    began    to    take    all 
kinds  of  prohibited   food   and  tea.     Still  she  kept  well,  and 
suffered  absolutely  no  gastric  pain  or  discomfort  of  any  kind. 
The  night  before  the  perforation  occurred  some  of  her  relations 
told  her  she  had  never  looked  better  in  her  life.     I  dwell  on 
these  facts,  as  they  show  how  treacherous  are  the  conditions  of 
such  patients,  and  how  a  dangerous  gastric  ulcer  may  exist 
without  causing  any  symptoms  of  its  presence  whatever.     On 
the  morning  of  the  accident  she  had  taken  porridge  and  milk 
and  tea,  and  about  noon  a  little  bread  and  tea.      Her  stomach 
at  the  time  of  the  perforation  was  thus  tolerably  empty. 

As  in  previous  cases,  I  founded  a  diagnosis  of  perforated 
gastric  ulcer,  with  commencing  peritonitis,  upon  the  following 
evidence  : — 

I.  Her  past  digestive  history,  which,  more  than  in  some 
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cases,    indicated    her    to    be    a    likely    subject    for   such    an 
accident. 

2.  The  mode  of  onset  of  the  attack — the  sudden  agonising 
pain  in  the  stomach  region,  accompanied  by  distinct  shock. 

3.  The  intense  pain  referred  to  the  left  supra-clavicular 
r^ion  and  shoulder  (see  British  Medical  Journal^  August  2 1 , 
1897). 

4.  The  acute  tenderness  on  pressure  over  the  stomach 
region,  spreading  downwards  towards  the  umbilicus  and  to 
the  left 

5.  The  abdominal  pain  on  respiration,  without  cause,  in 
the  pleurae,  and  the  diminution  of  natural  abdominal  respira- 
tory movement 

6.  The  presence  of  distinct,  though  in  this  case  partial, 
rigidity  in  the  abdominal  muscles. 

7.  The  comparatively  slight  but,  at  the  same  time,  distinct 
diminution  in  the  liver  dulness.  At  the  subsequent  operation 
the  liver  was  found  to  project  further  down  than  usual  (possibly 
from  tight-lacing),  so  that  the  percussion  dulness  should  have 
been  found  even  beyond  the  costal  margin,  and  to  midway 
between  the  xiphisternum  and  umbilicus.  Had  this  fact 
been  in  any  way  available  before  opening  the  abdomen,  it 
would  have  greatly  emphasised  the  importance  of  the  altera- 
tions found  in  the  liver  dulness. 

Later  Condition, — To  relieve  the  intolerable  suffering,  I  gave 
her  a  hypodermic  injection  of  morphia,  one  third  of  a  grain, 
which  had  a  remarkable  effect,  so  that  within  half  an  hour  the 
subjective  pain  had  entirely  vanished  (there  was  still  some  pain 
present  on  palpation),  the  appearance  of  shock  passed  off,  and 
she  actually  said  that  she  felt  she  could  get  up  and  do  her 
work. 

She  was  removed  with  all  care  in  an  ambulance  to  the 
Western  Infirmary,  Dr  Beatson  having  kindly  consented  to 
admit  her  to  wards  then  under  his  care.  He,  later  on, 
performed  the  operation.  The  liver  presented  somewhat  low 
down.  There  were  then  seen  some  thick  yellow  flakes  of 
purulent  lymph,  and  on  these  being  traced  up,  and  the 
portion  of  stomach  near  which  they  lay  drawn  out,  it  was 
seen  that  the  peritoneum  over  the  viscus  was  thickened, 
rough,  and  reddish,  with  several  old  omental  adhesions  j  and 
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partially  concealed  by  one  of  these  was  a  sharp  round 
perforation,  with  a  diameter  about  that  of  an  ordinary  quill 
pen.  It  was  situated  under  the  liver,  and  on  the  upper 
and  anterior  surface  of  the  stomach,  near  the  pylorus. 
There  was  no  evidence  of  extravasation  of  food  or  fluid. 

With  regard  to  the  operation,  I  need  only  say  that  it  was 
carried  out  from  first  to  last  with  complete  success,  and  that 
the  patient  made  a  perfect  recovery.  I  saw  her  a  year  after- 
wards in  excellent  health,  and  just  recently  heard  that  she  so 
continued,  and  had  again  entered  domestic  service. 

Remarks, — The  old  adhesions  and  roughened  peritoneum 
pointed  to  a  former  inflammatory  attack  and  threatened 
perforation,  and  this  probably  occurred  three  months  before, 
when  she  had  severe  pain  in  the  epigastric  region  as  noted. 
A  very  slight  leakage  had  taken  place,  and  this  had  set 
up  local  peritonitis  only.  There  was  none  of  the  wide- 
spread acute  peritoneal  irritation  which  accompanies  free 
extravasation.     (See  Case  II.) 

The  abdominal  muscular  rigidity  was  localised,  just  as  the 
peritonitis  was.  The  pain,  however,  was  just  as  intense,  even 
more  so  than  in  some  cases  I  have  seen  when  the  leakage  was 
profuse. 

The  morphia  had  a  remarkable  effect,  and  entirely  masked 
for  a  time  the  serious  condition  of  the  patient,  illustrating  the 
rule,  that  before  opiates  are  used  in  abdominal  cases  the  diag- 
nosis should  be  clearly  established.  It  seems  just  possible  that 
under  the  treatment  formerly  in  vogue,  of  absolute  rest,  rectal 
feeding,  and  full  doses  of  opium,  this  patient  might  have 
recovered.  Doubt  might  then  have  been  cast  on  the  diagnosis. 
I  believe  I  have  met  with  such  a  case,  though,  of  course, 
absolute  proof  was  wanting.  Fagge  quotes  an  interesting 
example,  recorded  by  Hughes  in  "  Guy's  Hospital  Reports," 
where  the  proof  was  obtained  four  months  later  by  the 
death  of  the  patient  from  recurrent  perforation,  which  was 
verified  post-mortem. 

Case  II. — I  was  enabled  to  see  this  case  through  the  kind- 
ness of  Dr  A.  Mechan,  who,  knowing  my  interest  in  the 
subject,  allowed  me  to  see  the  patient  with  him,  and  I  am  also 
indebted  to  him  for  permission  to  make  use  of  the  notes  I  then 
made. 
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A.  M.,  act.  about  33  years,  tradesman,  was  seized  with 
very  severe  abdominal  pain  in  the  early  morning  of  May 
29th,  1898.  Briefly  his  history  was  as  follows: — For  many 
years  previously  he  had  suffered  from  "  dyspepsia,"  charac- 
terised by  pain  in  the  stomach  and  vomiting.  He  had  often 
been  partially  laid  up  with  this  complaint  He  had  never  to 
his  knowledge  vomited  blood.  For  a  week  past  he  had  not 
been  feeling  well,  and  had  suffered  a  good  deal  of  gastric  pain 
in  connection  with  food.  On  May  28th  he  had  been  pretty 
bad  with  pain  and  sickness.  In  the  evening,  about  10  P.M., 
he  partook  of  mutton  pie,  and  drank  some  milk,  went  to  bed, 
and  slept  well.  At  2  A.M.  on  the  29th  he  was  awakened  by 
a  violent  pain  in  the  "  pit  of  the  stomach,"  which  came  on 
suddenly,  with  sickness.  He  felt  at  once  very  ill  and  faint. 
When  seen  he  complained  as  above,  and  also  of  sharp  pains  in 
the  left  shoulder,  above  the  clavicle ;  "  rheumatic "  pains,  he 
thought  they  were.  He  appeared  to  be  in  great  distress,  and 
was  pale  and  ill-looking.  The  pulse  was  soft  and  quiet,  not 
weak  or  quick.  The  temperature  was  normal.  Inspection 
and  palpation  of  the  abdomen  showed  that  it  was  remarkably 
rigid  all  over.  Every  muscle  and  section  of  muscle  stood  out 
in  relief.  The  sensation  to  touch  was  quite  board-like.  There 
was  considerable  tenderness  on  pressure  over  the  epigastric  and 
umbilical  regions,  and  just  under  the  arch  of  the  left  ribs.  He 
lay  with  his  knees  drawn  up,  as  this  gave  him  relief.  He  felt 
much  abdominal  pain  on  breathing.  The  respiration  was 
almost  entirely  thoracic.  Nothing  was  heard  on  auscultation 
over  the  abdomen. 

On  percussing  for  the  absolute  liver  dulness,  the  shape  of 
his  chest  being  long  and  narrow,  the  upper  limit  seemed  to  be 
unusually  low  down,  but  it  did  really  lie  at  the  level  of  the 
sixth  rib,  in  the  nipple  line.  From  thence  absolute  dulness 
extended,  not  only  down  to  the  costal  margin,  but  beyond  this 
to  the  right  groin.  This  abdominal  dulness  was  then  found  to 
pass  laterally  into  the  right  flank,  occupying  it  entirely,  and 
outwards  to  the  left  it  reached  to  about  the  middle  of  the  right 
rectus  muscle.  Elsewhere  the  percussion  note  was  resonant ; 
indeed,  very  highly  so  in  the  epigastric  region  and  below  the 
left  costal  arch.  This  peculiar  area  of  dulness  was  explained 
on  turning  the  patient  on  to  his  left  side,  when  the  abdominal 
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dulness  on  the  right  side  gave  place  to  comparative  resonance, 
with  the  reverse  condition  on  the  left  side.  It  was  then 
possible  to  percuss  the  liver  dulness  in  the  nipple  line,  and  this 
was  found  to  extend  from  its  upper  limit  to  within  between 
one  and  two  inches  of  the  costal  margin.  The  total  absolute 
liver  dulness  measured  about  two  inches. 

From  these  signs  it  was  concluded  that  there  was  an 
effusion  of  fluid  under  the  right  abdominal  wall,  below  the  liver 
and  pylorus,  which  moved  freely  in  the  peritoneal  cavity  ;  and 
that  there  was  also  gas  in  the  peritoneal  cavity,  as  the  liver 
dulness  was  certainly  diminished. 

The  abdominal  rigidity,  pain,  and  tenderness,  collapsed 
look,  flexure  of  legs,  respiratory  abdominal  pain,  and  thoracic 
breathing,  pointed  to  acute  peritonitis,  and  the  diminished 
hepatic  dulness,  together  with  the  past  history  of  the  patient 
and  the  mode  of  onset  of  his  illness  suggested  that  a  ruptured 
gastric  ulcer  was  the  condition  present  Dr  Mechan  had  the 
patient  removed  to  the  Western  Infirmary  as  safely  and 
promptly  as  possible,  and,  on  his  part,  gave  the  patient  every 
chance,  as  the  necessary  operation  was  undertaken  between  four 
and  five  hours  from  the  occurrence  of  the  perforation.  Unfor- 
tunately the  patient  died  within  twenty-four  hours  of  the  opera- 
tion. Dr  Mechan  tells  me  tlie  perforation  was  found,  after  a 
little  trouble,  posteriorly,  near  the  pylorus,  and  that  the  gastric 
coats  around  it  were  in  a  friable  and  unhealthy  state  The 
orifice  of  the  rupture  had  a  diameter  about  the  same  as  an 
ordinary  quill  pen. 

This  history  shows  how  rapidly  in  some  cases  serous  or 
sero-purulent  effusion  gathers  in  the  peritoneal  cavity-  Mr 
MacGillivray  remarks  on  this  in  his  paper  in  the  July  number 
of  the  Journal.  J.  Dreschfeld  in  his  article  on  Ulcer  of  the 
Stomach,  in  Allbutt's  "  System  of  Medicine,"  says :  "  If  much 
fluid  pass  out  from  the  stomach,  the  percussion  note  over  the 
lateral  and  lower  parts  of  the  abdomen  may  become  dull  (a 
very  rare  occurrence) ;  this  symptom  may  also  be  noticed  sub- 
sequently, when  peritonitis  is  well  established." 

In  the  case  above,  the  signs  of  fluid  were  present  two 
hours  after  the  rupture ;  and  less  than  five  hours  after  the 
rupture  the  fluid,  when  seen  at  the  operation,  was  not  appar- 
ently   gastric    fluid ;    but    no    doubt    in    this    case    it   was  a 
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mixture  of  the  stomach  contents  and  a  rapid  serous  peri- 
toneal effusion. 

It  seems  superfluous  to  add  that  the  diminution  or  absence 
of  hepatic  dulness  is  only  of  first  importance  very  shortly  after 
the  rupture,  when  the  abdomen  is  flat,  even,  and  retracted  ;  and 
that  its  value  as  a  sign  is  altogether  invalidated  if  tympanitic 
distension  of  the  bowels  from  peritonitis  has  set  in. 

Dreschfeld  also  says :  "  If  the  patient  do  not  die  from 
collapse  during  the  first  six  to  twelve  hours,  symptoms  of 
peritonitis  set  in."  I  have  seen  cases  within  one,  two,  and 
three  hours  after  perforation,  and  the  symptoms,  being  such  as 
recorded  in  the  two  cases  given  above,  suggest  that  inflamma- 
tion of  the  peritoneum  immediately  follows  on  the  effusion  of 
gastric  contents,  it  being  impossible  to  define  where  the  primary 
acute  peritoneal  irritation  ends  and  inflammation  begins. 

In  conclusion,  I  may  add  that  it  is  unlikely  that  any  one 
can  become  too  familiar  with  the  different  types  and  features 
of  these  cases,  of  which  no  one  case  is  like  another  exactly,  and 
in  which  rapid  and  accurate  diagnosis  is  all-important.  Hence 
my  reason  for  thinking  them  worth  recording.  I  have  dealt 
only  with  the  symptoms  at  the  earliest  possible  period  after  the 
perforation  ;  at,  in  short,  just  the  most  important  point.  For, 
unfortunately,  statistics  prove  that  the  longer  the  delay  in 
making  the  diagnosis  and  operating,  the  less  chance  is  there, 
in  most  cases,  of  saving  the  patient. 


NOTE  ON  THE  ACTION  OF  TYPHOID  SERUM  ON 
THE  BACILLUS  COLI  COMMUNIS 

By  DONALD  H.  HUTCHINSON,  M.D.,  Edinburgh 
(From  Royal  College  of  Physicians  Laboratory,  Edinburgh) 

From   the  work   of  recent  observers  it  has  been  shown  that 

organisms  allied  to  the  Eberth  bacillus  give  an  agglutination 

with  typhoid  serum. 

Landsteiner,  Durham,  Peeham,  Courmont,  Bensaude,  and 

Christophers  are  a  few  of  the  chief  observers  who  have  worked 

at  this  subject 

Durham  divides  the  Eberth-like  bacilli  into  three  groups — 
I.  The  Eberth  group,  or  the  true  typhoid  bacillus. 
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2.  The  Gartner  group, 

3.  The  Escherich  group,  or  the  true  bacillus  coli. 

The  two  latter  have  been  shown  to  give  the  Widal  reaction 
in  the  presence  of  a  typhoid  serum. 

I  propose  here  to  give  the  main  features  of  difference  in 
the  mode  of  growth,  etc.,  between  group  i  and  group  3. 

Group  2  is  exceedingly  closely  allied  to  the  true  Kberth 
bacillus,  and  Durham  states  that  this  group  of  bacilli  have  a 
strong  resemblance  to  certain  organisms  he  has  been  able  to 
separate  out  from  cases  of  meat  poisoning. 

Eberth  Group. 
Growth    slow    and 

colonies  small. 
No  coagulation. 
No  gas. 


1.  On   acid    potato 

gelatine. 

2.  Milk 

3.  Glucose  peptone 

gelatine. 

4.  Nutrient    litmus 

solution. 

5.  Flagella. 

6.  Production  of  in- 

doL 

7.  On  acid  potato. 


Escherich  Group. 
Growth    rapid    and 
colonies  spreading. 
Coagulation. 
Gas. 


Slight  acid  reaction. 

About  10. 
Absent 


Acid   reaction   pro- 
duced very  rapidly. 
About  8. 
Present. 

Growth  opaque. 


Growth  transparent. 

Landsteiner  was  the  first  to  point  out  that  the  Gartner 
bacillus  gives  a  positive  reaction  with  typhoid  serum,  and 
Durham  has  since  been  able  to  confirm  this  observation  during 
the  epidemics  at  Maidstone,  Clifton,  and  King's  Lynn. 

A  full  account  of  his  work  concerning  the  reaction  typhoid 
serum  has  on  this  organism  is  to  be  found  in  the  Lancet ^ 
January  15  th,  1898. 

Now,  if  in  the  presence  of  typhoid  serum  the  bacillus  coli 
communis  gives  a  positive  reaction,  the  agglutination  reaction 
will  be  of  little  value  for  diagnosing  such  cases  where  the  bacillus 
coli  is  the  organism  giving  rise  to  obscure  symptoms  which  have 
a  resemblance  to  those  of  enteric  fever. 

My  observations  on  this  point  correspond  with  those  of 
Durham  and  others,  namely,  that  the  bacillus  coli  does  not  give 
the  positive  reaction,  viz.,  clump  formation,  etc.,  in  the  presence 
of  typhoid  serum  when  it  has  been  sufficiently  diluted  ;  but 
when  working  with  a  dilution  of  one-half  or  even  one-fifteenth, 
I  have  noticed  that  sometimes  the  motility  of  the  bacilli  appears 
to  diminish,  and  clumps  begin  to  form.    The  reaction,  however. 
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is  never  complete  (as  when  a  typhoid  culture  is  used),  even  if 
the  specimen  be  examined  two  or  three  hours  after  the  com- 
mencement of  the  observation.  The  clumps  only  consist  of  an 
aggr^ation  of  two  or  three  bacilli,  which  on  careful  watching 
are  found  to  possess  the  power  of  disengaging  themselves,  and 
of  swimming  about  again  in  the  medium. 

Christophers  points  out  that  normal  human  serum  gives  a 
positive  reaction  with  the  bacillus  coli,  and  he  believes  that  the 
serum  of  a  typhoid  subject  has  two  distinct  actions — (i)  "  On 
the  bacillus  typhosus  due  to  infection  by  this  organism  " ;  (2) 
"  On  the  bacillus  coli,  an  action  which  is  present  alike  in  typhoid 
and  non-typhoid  sera." 

The  enormous  number  of  the  bacillus  coli  communis 
normally  present  in  the  bowel  might  very  readily  induce 
in  the  animal  a  condition  of  immunity  against  their  pro- 
ducts, and  this  might  be  accompanied  by  an  agglutinating 
action.  Such  an  influence  would  naturally  be  made  more 
manifest  when  the  lining  membrane  of  the  bowel  was  in 
such  a  pathological  condition  as  it  is  in  typhoid  fever,  and 
the  double  agglutinating  action  of  the  serum  from  such  cases 
might  be  thus  explained. 

Whether  typhoid  serum  has  the  same  toxic  action  on  the 
bacillus  coli  communis  that  it  has  on  Eberth's  bacillus  has  not 
so  far  as  I  am  aware  been  studied. 

The  following  experiments  were  undertaken  for  the 
investigation  of  this  question. 

General  Plan 

Having  obtained  a  powerfully  acting  typhoid  serum,  I  added 
to  it  a  mixed  emulsion  of  typhoid  and  coli  bacilli,  and  having 
waited  for  the  reaction  to  be  complete  on  the  former,  I  attempted 
to  make  cultures  from  it 

In  detail,  my  method  of  procedure  was  as  follows : — 

The  serum  was  decanted,  and  to  it  was  added  an  emulsion 
of  typhoid  and  coli  bacilli,  care  being  taken  that  too  great  a 
number  of  bacilli  were  not  added,  so  that  the  reaction  might  be 
as  complete  as  possible. 

The  two  ends  of  the  U-shaped  tube  were  plugged  with  sterile 
cotton  wool,  and  the  whole  placed  in  an  incubator  for  twenty- 
four  hours,  so  as  to  allow  sedimentation  to  occur. 

Inoculations  on  agar-agar  with  one  drop  of  the  fluid  were  then 
made. 
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Result  of  Experiments 

Experiment  /. — Performed  with  my  own  blood,  which  at  the 
time  possessed  a  marked  agglutinative  action  on  the  Eberth 
bacillL 

This  had  been  produced  by  inoculation  by  Professor  Wright's 
methods. 

The  agar*agar  tube  was  inoculated  with  a  platinum  loopful 
of  the  diluted  serum,  and  next  day  an  abundant  growth  was 
noticed- 

By  this  growth — 

(a)  Neutral  litmus  solution  in  gelatine  was  rapidly  made 
acid. 

ip)  Gas  was  rapidly  produced  in  nutrient  gelatine  to 
which  lactose  had  been  added. 

{c)  Milk  at  37*  C.  was  clotted  in  from  eighteen  to  twenty- 
four  hours. 

{d)  No  agglomeration  of  the  bacilli  was  produced  when 
the  organisms  were  mixed  with  a  powerfully-acting 
typhoid  serum  in  a  dilution  of  i  in  20  and  a  time 
limit  of  two  hours. 

I  "took  the  precaution  of  testing  this  t>'phoid  serum  at  the 
same  time  with  the  original  Eberth  culture,  or  I  should  say 
a  culture  obtained  from  the  original  one  that  was  employed 
in  this  experiment,  and  marked  agglomeration  resulted  in 
half  an  hour. 

The  Eberth  culture  that  was  used  for  all  these  experiments 
was  also  tested,  and  it  was  found  that — 

(i)  Milk  was  not  clotted. 

(2)  Neutral   litmus  gelatine  did   not   become  acid  after 

forty-eight  hours'  incubation,  and  even  after  four- 
teen days  the  acid  reaction  was  very  slightly 
marked. 

(3)  No  production  of  gas  in  lactose  gelatine. 

Although  to  my  mind  it  was  now  clearly  proved  that  the 
culture  obtained  from  the  serum  was  a  pure  coli  growth  and 
did  not  contain  any  typhoijl  bacilli,  yet  I  thought  it  advisable 
to  apply  still  further  tests,  and  the  two  I  adopted  were  those 
first  recommended  by  Dr  Hiss  for  the  differentiation  of  the  coli 
and  typhoid  bacilli. 

He  uses  two  different  media — one  for  tube  cultures,  and 
the  other  for  plate  cultures.  They  consist  of  the  following 
ingredients : — 


Typhoid  Serum  tin  Bacillus  Coli  Communis  523 


Tube  medium--* 

Agar-agar 

5  grammes 

Gelatine        ... 

80 

Sodium  chloride 

5 

Extract  of  beef  (Liebig's)     . 

5 

Glucose 

10 

to  one  litre  of  water,  and  the  whole  should  have  a  reaction 
indicating  1*5  per  cent  of  normal  acid,  phenolphthalein  being 
the  indicator.  The  typhoid  bacillus  should  produce  a  uniform 
clouding  in  this  medium  at  37°  C.  in  eighteen  hours. 

Plate  medium — 

Agar-agar     .  .  .10  grammes. 


Gelatine 
Sodium  chloride 
Extract  of  beef  (Liebig's) 
Glucose 


25 

5 

5 
10 


»♦ 
»» 
I) 


to  one  litre  of  water,  and  the  whole  should  have  a  reaction 
of  2  per  cent,  normal  acid,  phenolphthalein  being  the  indicator. 
The  typhoid  bacillus  produces  in  this  medium  growths  which 
are  small  in  size,  and  have  fringing  threads  and  out-growths 
around  their  margins.^ 

The  tube  medium,  after  twenty-four  hours*  incubation, 
became  distinctly  clearer,  owing  to  acid  production  ;  small 
bubbles  of  gas  were  formed,  and  the  growth  itself  was 
irregular  and  in  masses.  The  colonies  on  the  plate  medium 
were  thick,  and  did  not  show  the  characteristic  "  fringing  "  of 
a  typhoid  colony  described  by  Dr  Hiss.  After  twenty-four 
hours'  incubation  they  were  the  size  of  about  a  pin's  head- 
All  the  growths  on  the  plate  were  identical. 

This  experiment  is  the  more  interesting  since  I  had  recently 
suffered  from  appendicitis,  and  might  be  supposed  to  have 
absorbed  the  products  of  the  coli  bacillus  to  a  considerable 
extent. 

Experiment  IL — Performed  in  exactly  a  similar  manner  to 
Experiment  I.,  only  the  serum  used  was  obtained  from  a  patient 
suffering  from  enteric  fever.  The  result  was  no  less  convincing, 
a  growth  being  obtained  from  the  serum,  which  had  had  a  mixed 
emulsion  added  to  it,  and  had  been  incubated  for  twenty-four 
hours. 

The  above  tests  were  again  applied,  and  so  I  have  been  led 
to  believe  that  again  a  pure  coli  growth  was  obtained,  while  all 
the  typhoid  bacilli  had  settled  at  the  bottom  of  the  tube  in  the 
form  of  clumps. 

*  See  British  Medical  Journal^  December  i8th,  1897. 
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The  growth  gave  no  reaction  in  the  presence  of  a  t)rphoid 
serum. 

Experiment  IIL — Performed  with  serum  obtained  from  a 
healthy  subject  To  it  was  added  a  mixed  emulsion  of 
typhoid  and  coli  bacilli.  Having  been  incubated  for  twenty- 
four  hours,  an  agar-agar  tube  was  inoculated  with  a  portion. 
A  marked  growth  was  obtained,  which  gave  all  the  ordinary 
reactions  of  the  coli  bacillus. 

In  the  presence  of  a  powerfully-acting  typhoid  serum,  how- 
ever, an  incomplete  reaction  was  obtained  ;  and  when  a  Petri 
dish  of  Dr  Hiss'  culture  medium  was  used,  two  distinct  forms 
of  colonies  could  be  distinguished. 

This  experiment  with  a  normal  serum  acted  as  a  control  on 
the  others. 

Experiment  IV, — An  ordinary  enteric  serum  was  taken,  and 
to  it  I  added  a  simple  emulsion  of  typhoid  bacilli. 

After  allowing  sedimentation  to  occur  for  twenty-four  hours, 
I  inoculated  an  agar  tube  with  a  drop  of  the  supernatant  fluid. 
A  marked  growth  was  obtained,  which  turned  out  naturally  to 
be  a  growth  of  typhoid  bacilli. 

This  experiment  might  throw  some  doubt  on  the  value  of 
the  preceding  ones,  but  I  think  the  following  is  a  sufficient 
explanation. 

First  the  serum  I  was  using  was  not  nearly  as  powerful  as 
those  used  for  the  other  experiments  ;  and,  secondly,  I  noticed 
that  all  the  clumps  had  not  sunk  to  the  bottom  of  the  tube,  but 
some  were  adherent  to  the  sides,  and  therefore  for  this  reason 
the  agar  tube  in  all  probability  had  been  inoculated  with  a 
portion  of  one  of  the  clumps. 

Experiment  V. — This  consisted  of  performing  the  test  over 
again,  only  using  a  very  powerful  typhoid  serum.  No  growth 
was  obtained  from  this  case  after  sedimentation  had  been  going 
on  for  twenty-four  hours.  When  I  found  this  action  was  com- 
plete, I  then  added  an  emulsion  of  coli  bacilli  and  set  the  tube 
aside  for  another  twenty-four  hours.  After  this  time,  having 
inoculated  an  agar  tube,  I  was  able  to  obtain  an  abundant 
growth,  which  proved  to  be  the  coli  bacillus. 

From  these  experiments  it  appears  that  an  enteric  serum 
has  no  tonic  action  on  the  bacillus  coli  communis. 

These  observations  afford  clear  proof  that  typhoid  serum  is 
toxic  to  the  Eberth's  bacillus,  but  not  toxic  to  the  bacillus  coli 
communis. 
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FURTHER  HISTORY  OF  TWO  CASES  OF 

SYMPHYSIOTOMY 

By  IL  C  BUIST,  M.D., 
Gynecologist  to  the  Dundee  Royal  Infirmary 

At  the  Edinburgh  meeting  of  the  British  Medical  Association 
I  reported  two  cases  of  symphysiotomy.     Each  has  since  had 
a  confinement,  and  it  seemed  likely  that  the  further  history 
might  be  of  enough  interest  to  warrant  communication.     For 
the  sake  of  continuity  a  resume  of  the  previous  history  is  added 
in    each    case.      (i)   Patient   is   now    aged    27.       Her  pelvic 
measurements  before  symphysiotomy  were — Interspinous,  2 1*3  ; 
Intercostal,  25*2  ;  Intertrochanteric,  32  ;  and  are  now  23,  28, 
32  respectively.     The  diagonal  conjugate  I  estimate  at  9  cm. 
(^l'(>   inches).      First   child   died   in  labour.       Second   died   in 
labour,  which  was  a  difficult  forceps  extraction.     Third  child 
died  soon   after  induced    labour  at    t\    mo.     Feb.  28,  1897, 
at  7i  mo.,  symphysiotomy  after  Frank's  method  in  hope  of 
securing  union  before  delivery  at  term.    Tympanites  set  in  and 
a  week  later  provoked  labour.    The  child  was  delivered  easily  by 
forceps,  the  position  being  occipito-posterior.     The  pelvis  gaped 
during  delivery,  and  was  not  again  sutured.     The  puerperium 
was   complicated   by   thrombosis  in  the   right   leg   and   thigh. 
The  child  died  of  bronchitis  at  1 3  days  old.     The  patient  was 
going  about  in  two  months,  and  has  been  keeping  a  shop,  and 
has  been  very  well,  except  that  the  varicose  veins  have  given 
her  trouble  at  times.     The   pelvis   healed   firmly.     On    17th 
August  she  was  again  delivered  at  term.     During  the  pr^- 
nancy  she  had  a  good  deal  of  pain  in  the  lower  part  of  the 
abdomen,  but  was  most  annoyed  by  a  persistent  cough,  not 
apparently  caused  by  any  chest  condition,  though  latterly  there 
were  a  few  rhonchi  to  be  heard  at  the  bases.     The  abdomen 
was  much  larger  than  usual,  and  too  tense  to  give  definite 
results  on  palpation.     Pains  at  rare  intervals  occurred  during 
the  week  before  delivery,  and  the  os  was  found  dilated  two 
days  before.     Eventually  labour  set  in  distinctly,  and,  finding 
a  breech  presenting,  I  got  Dr  Buchanan  to  give  chloroform, 
and  extracted  a  male  child.     A  second  was  then  found  pre- 
senting by  the  head.     This  I  turned   and   delivered   without 
difficulty.     During  delivery  the   patient  was   in   the  Walcher 
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position.  The  puerperium  was  complicated  by  slight  recrudes- 
cence of  phlebitis  which  on  the  fifth  day  sent  the  temperature 
up  to  ioo'6°  F.,  and  on  the  thirteenth  day  an  attack  of  in- 
testinal catarrh  again  caused  a  rise  of  temperature  to  102**  F.; 
but  on  the  next  day,  though  weak,  she  was  doing  some  house- 
work as  well  as  nursing  the  babies.  The  children  measured 
52*5  and  51*5  cm.  in  length,  but  owing  to  religious 
prejudices,  were  not  weighed  till  after  baptism,  and  then 
on  the  5  th  day  they  weighed  7  lb.  10  oz.  and  7  lb.  8 
oz.  respectively.  Each  bi-parietal  diameter  measured  10 
cm.,  and  the  occipito-frontal  circumference  35*5  cm.  The 
further  condition  of  both  mother  and  children  is  entirely 
satisfactory. 

(2)  Patient  is  now  aged   21.      The   pelvic   measurements 
were   21*5,   23,   29;    and  are  22,  25,   32,   and   the   diagonal 
conjugate  9 J  cm.     She  was  delivered  in   March    1898   after 
being  t^vo  full  days  in  labour,  Ayres*  subcutaneous  method  of 
symphysiotomy  being  employed.     Both  mother  and  child  did 
well,  and  though  only  fibrous  union  of  the  symphysis  occurred, 
the  mother  was  at  work  in  the  jute  mill  within  three  months 
after  delivery.     She   remained  well,   and    during    the    second 
pr^nancy  which  ended  on  6th  July  1 899  she  had  no  trouble, 
if  we  except  a  little  frequency  of  micturition.     On  30th  June 
she  had  some  pains  but  they  stopped,  and  labour  did  not  set  in 
till   5th  July  v/hen,  after  8  o'clock  in  the  evening  they  came 
steadily.     At  i   A.M.  I  found  the  head  not  engaged,  the  child 
lying  O.L.A.  and  the  os  dilated  to  fully  crown  size.     At  8  A.M. 
the  OS  had  dilated  but  the  head  had  not  engaged,  and  the  same 
was  the  condition  at  5  P.M.     At  9  P.M.  when  I  arrived  with  Drs 
Foggie  and  Halley  the  membranes  had  been  ruptured  about 
half  an  hour,  but  though  now  fixed  no  descent  had  occurred 
and  the  patient's  pulse  had  gone  up  to  120.     She  was   put 
under  chloroform   and   placed   in  the   Walcher  position,   and 
while  the  forceps  were  being  got  ready  I  noticed  that  during 
the   straining    under   chloroform    the    head    was    descending. 
With  the  assistance  of  a  little  suprapubic  pressure  expulsion 
was  effected  without  further  difficulty.     The  child's  length  was 
48  cm.  and  the  occipito-frontal  circumference  32.     In  this  case 
the  puerperium  was  uneventful,  and  a  week  after  the  delivery  I 
found  patient  in  bed  with  her  clothes  on.     The  symphysis  was 


Two  Cases  of  Symphysiotomy  527 

after  delivery  a  little  more  mobile  than  formerly,  but  it  did  not 
dilate  perceptibly  during  labour. 

It  is  almost  needless  to  add  any  argument  to  the  history  pf 
these  cases  which  in  itself  has,,  so  far  as  I  can  judge,  abundantly 
justified  the  division  of  the  symphysis.  In  so  far  as  concerns 
method,  the  simplicity  of  the  subcutaneous  method  of  Ayres, 
both  in  performance  and  in  after-treatment,  is  so  marked  that  I 
should  certainly  use  it  again  in  any  similar  case.  The  com- 
parison with  the  induction  of  premature  labour  was  made  in 
my  former  report  in  the  British  Medical  Journal^  1898,  ii., 
September   17th. 
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REPORT  ON  PRISON  DIETARIES  IN  SCOTLAND 

The  Report  on  Prison  Dietaries  by  Dr  James  Craufurd  Dunlop, 
which  has  just  been  published  by  the  Prison  Commission  for 
Scotland  in  the  form  of  a  Blue-book  (c.  9514),  is  an  able  and 
comprehensive  study,  based  upon  a  series  of  careful  inquiries  into 
the  food  value  of  the  existing  dietary  rates  in  the  prisons  of  this 
country  and  into  the  condition  of  the  various  grades  of  prisoners 
in  the  regulation  of  whose  diets  those  rates  are  applied. 

The  Report  is  written  with  the  principle  in  view  that  "the 
ordinary  prison  dietaries  should,  as  regards  the  amount  of 
nutriment,  be  in  no  sense  penal,"  and  the  lai^er  number  of  the 
alterations  that  Dr  Dunlop  suggests  in  the  existing  rates  of 
dietary  are  necessary  from  the  fact  that  the  latter  violate  this  rule. 

The  Report,  in  the  first  place,  considers  the  food  require- 
ments of  prisoners,  and  shows  that  the  hardest  work  to  which 
the  ordinary  male  prisoner  is  put  does  not  exceed  that  of  the 
ordinary  free  labourer.  The  diet,  therefore,  of  the  ordinary  free 
labourer  will  be  sufficient  for  the  ordinary  male  prisoner.  As 
regards  the  food  requirements  of  free  labour,  the  average  of 
the  figures  given  by  different  authorities  shows  that  for  men 
doing  moderate  labour — to  which  the  work  of  an  ordinary 
prisoner  may  be  considered  equal — the  diet  should  contain 
the  following: — 

1.  At  least  120  grammes  of  proteid. 

2.  An  energy  value  to  3100  calories. 

3.  Carbohydrate  should  not  be  used  in  a  greater  amount  than 
550  grammes  per  diem. 
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4.  To  bring  the  caloric  value  up  to  the  requisite  amount  38 
grammes  of  fat  are  necessary. 

As  regards  the  various  classes  of  prisoners,  the  conclusions 
of  the  Report  are  as  follows : — 

1.  Men  of  more  than  average  size  require  more  food  than  the 
standard  quantity. 

2.  The  female  prisoner  requires,  according  to  Atwater,  four- 
fifths  of  the  food  of  the  ordinary  male  prisoner.  The  female 
standard  thus  will  be — proteid,  96  grammes ;  fat,  30  grammes ; 
carbohydrate,  440  grammes :  and  an  enei^y  value  of  2480 
calories  for  moderate  work.  Nursing  mothers  require  additional 
diet 

3.  Juveniles,  according  to  Camerer's  standard  for  children 
fifteen  years  old,  require  as  follows :  proteid,  75  grammes ;  fat, 
43  grammes ;  carbohydrate,  325  grammes ;  such  a  diet  having 
an  energy  value  of  2040  calories. 

4.  Prisoners  doing  little  if  any  work  require  about  25  per 
cent,  less  than  the  working  ordinary  prisoners. 

5.  Prisoners  who  at  the  time  of  reception  are  unfit  to  take  a 
full  diet,  as,  for  example,  from  drunkenness,  ought  rather  to  have 
a  light,  easily-digested  diet. 

6.  Prisoners  with  long  sentences  of  ordinary  imprisonment 
should  have  the  routine  of  their  food  varied  when  they  begin  to 
feel  disgust  for  it. 

7.  In  the  case  of  convicts,  though  practically  all  the  forms 
of  labour  exacted  from  them  are  exacted  from  ordinary  prisoners, 
more  food  is  required,  for  the  following  reasons : — 

(i)  The  active  day's  work  of  the  convict  is  longer;    he 
works  for  eight  hours,  the  ordinary  prisoner  for  five 
and  a  half  hours,  when  out  in  the  open  air  or  in 
workshops. 
(2)  The  male  convict  prison  being  in  an  exposed  situation, 
a  man  there  is  more  subjected  to  climatic  influences 
than  in  any  of  the  ordinary  prisons,  especially  so  if 
his  work  is  in  the  open  air. 
Convicts  at  active  work  in  the  open  air  require  about  20 
per  cent,  more  than  the  ordinary  prisoner's  food,  while  those  at 
less  active  work  and  less  exposed  to  climatic  influences  require 
only  a  slight  addition  to  the  ordinary  standard. 

8.  For  criminal  lunatics  who,  according  to  the  rules,  are  to  be 
"  treated  as  patients  under  curative  and  alleviative  treatment," 
the  dietary  scale  should  be  generous  and  varied. 

9.  Sick  prisoners  in  Scotland  are  dieted  on  quite  a  different 
principle  to  what  they  are  in  England.  The  English  regulations 
contain  three  dietaries  for  use  in  the  prison  hospitals ;  the  Scotch 
regulations  contain  no  fixed  dietaries  for  use  in  the  prison  hospital. 
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but  leave  the  dieting  of  the  sick  entirely  to  the  discretion  of  the 
medical  officers. 

Dr  Dunlop  considers  the  Scottish  system  preferable  for  the 
following  reasons : — 

(i)  A  knowledge  of  the  fact  that  better  food  is  given  in  the 
hospital  than  in  the  rest  of  the  prison  would  tend  to 
encourage  the  feigning  of  illness  for  the  purpose  of 
getting  that  better  food. 

(2)  To  have  a  series  of  dietaries  sufficiently  comprehensive 

to  meet  the  requirements  of  the  many  phases  of  ill- 
ness which  occur  would  be  too  complex  and  lengthy. 
Perfection  would  be  practically  impossible,  and  to 
meet  the  imperfection  the  discretion  of  the  medical 
officer  would  be  necessary. 

(3)  The  varying  wants  of  sick  can  be,  and  have  for  years 

past  been,  well  met  by  special  diets  ordered  by  the 
medical  officer. 

(4)  The  total  number  of  sick  prisoners  is  in  none  of  the 

Scottish  prisons  so  large  that  the  ordering  of  special 
diets  for  them  has  been  found  a  heavy  task  by  the 
medical  officers. 

10.  Prisoners  under  punishment  for  offences  committed  inside 
the  prison  may  be  punished  by  alterations  in  their  diet  This, 
however,  must  be  done  with  discretion ;  that  is  to  say,  for  a  short 
term  of  punishment  the  diet  may  be  sparse  and  untempting,  for 
longer  terms  it  may  be  untempting  and  monotonous  but  should 
not  be  sparse. 

The  Report  then  gives  a  copy  of  the  dietary  regulations  given 
in  the  rules  for  the  government  of  prisons  in  Scotland. 

Dr  Dunlop  then  considers  in  detail  the  rates,  first  for  the 
ordinary  prisoners,  and  then  those  applying  to  convicts. 

In  criticising  the  food  stuffs  used  for  ordinary  prisoners  under 
the  present  regulations,  Dr  Dunlop  speaks  of  them  all  as  of  good 
quality,  with  very  few  exceptions.  He  describes  only  one  food 
stuff  as  of  bad  quality,  namely  the  buttermilk,  and  shows  by 
analysis — 

!•  That  the  milk  supplied  to  Edinburgh  and  Barlinnie  Prisons 
had  a  much  lower  specific  gravity  than  ordinary  buttermilk 
found  in  town  dairies. 

2.  That  the  amount  of  nitrogen  (and  proteid)  in  the  milk 
supplied  to  the  Edinburgh  Prison  was  much  smaller  than  is 
found  in  the  buttermilk  of  town  dairies. 

3.  That  the  buttermilk  as  supplied  to  these  two  large  prisons, 
Edinburgh  and  Barlinnie,  was  a  much  more  diluted  product  than 
what  is  got  in  ordinary  town  dairies. 

The    Report    goes    on   to  explain   how  this  can  happen. 

2  L 
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Water  is  used  in  butter-making.  To  the  cream,  when  in  the 
churn,  hot  water  is  added  to  raise  the  temperature.  The  amount 
of  water  which  may  be  added  is  not  limited  ;  there  has  been  no 
standard  of  "goodness  "  laid  down  for  buttermilk,  either  by  the 
Board  of  Agriculture  or  other  authority.  The  dairyman  can  add 
as  much  as  he  chooses ;  the  law  has  never  interfered  with  his 
adding  water  ad  libitum^  although  possibly  it  might  do  so  under 
the  Food  and  Drugs  Act.  The  dairyman  knows  that  each  pint 
of  water  he  adds  is  sold  as  buttermilk,  and  as  a  consequence  the 
tendency  of  any  dairyman  holding  a  contract  to  supply  butter- 
milk is  to  add  as  much  as  he  can  without  materially  altering  the 
appearance  of  the  buttermilk  and  thus  rendering  the  dilution 
too  apparent. 

The  following  are  the  tables  of  the  routine  of  feeding  in  the 
various  Scottish  prisons  of  the  Rates  II.,  III.  and  IV.  for  ordin- 
ary prisoners,  with  Dr  Dunlop's  comments  thereon  : — 

Edinburgh  Prison  Routine 

Breakfasts — All  porridge. 

Dinners — Broth,  pea  soup,  broth,  potato,  pea  soup,  broth  or 
fresh  fish  and  bread,  pea  soup. 

Suppers — All  porridge. 

The  routine  of  dinners  is  here  good.  On  no  two  consecutive 
days  are  the  dinners  the  same,  and  the  poorer  substitutes,  the 
potato  soup  and  potato  suppers,  are  not  used. 

Aberdeen  Prison  Routine 

Breakfasts — All  porridge. 

Dinners — Broth,  broth,  pea  soup,  potato  soup,  broth,  pea  soup, 
potato  soup. 

Suppers — All  porridge. 

This  routine  is  not  so  varied  as  the  Edinburgh  Prison  routine, 
broth  being  given  on  two  consecutive  days.  Potato  soup  is  used 
twice,  this  reduces  the  food  value  of  the  diet 

Ayr  Prison  Routine 

Breakfasts — All  porridge. 

Dinners — Pea  soup,  broth,  pea  soup,  broth,  broth,  pea  soup, 
broth. 

Suppers — 6  porridge,  i  potato. 

In  this  routine  broth  is  given  on  two  consecutive  days.  One 
potato  supper  is  given,  which  tends  to  lower  the  food  value  of 
the  diet. 


Report  on  Prison  Dietaries  in  Scotland    531 

Barlinnie  Prison^  Glasgow^  Routine 

Breakfasts — All  porridge. 

Dinners — Pea  soup,  broth,  broth,  pea  soup,  broth,  fish  and 
bread  or  pea  soup,  broth. 

Suppers — All  porridge. 

In  this  routine  again  broth  is  given  on  two  consecutive  days. 
In  the  following  table  the  fish  alternative  is  allowed  for  with 
Rate  IV.,  but  not  with  Rates  II.  or  III. 

Dumfries  Prison  Routine 

Breakfasts — All  porridge. 

Dinners — Pea  soup,  broth,  broth,  broth,  broth,  pea  soup  or 
salt  fish,  broth. 

Suppers — All  porridge. 

This  routine  is  the  most  monotonous  one,  broth  being  given 
for  dinner  on  four  consecutive  days.  The  fish  dinner  is  calcu- 
lated with  Rate  IV.,  but  not  with  Rates  II.  or  III. 

Dundee  Prison  Routine 

Breakfasts — All  porridge. 

Dinners — Broth,  potato  soup,  broth,  pea  soup,  broth,  potato 
soup,  pea  soup. 

Suppers — All  porridge. 

This  routine  is  good,  as  on  no  two  consecutive  days  are  the 
dinners  the  same.  Potato  soup  is  used  twice,  this  tending  to 
lower  the  food  value  of  the  diet. 

Although  the  routine  is  different,  the  food  value  is  the  same 
as  that  of  Aberdeen  Prison  routine. 

Duke  Street  Prison,  Glasgow,  Routine 
This  is  the  same  as  the  Barlinnie  Prison,  Glasgow,  routine. 

Greenock  Prison  Routine 

Breakfasts — All  porridge. 

Dinners — Broth,  broth,  pea  soup,  broth,  broth  or  fish  and 
bread,  pea  soup,  broth. 

Suppers — All  porridge. 

This  routine  is  monotonous,  broth  being  given  on  three  con- 
secutive days.  The  nutritive  value  is  high,  none  of  the  poorer 
substitutes  being  used. 

Inverness  Prison  Routine 

Breakfasts — All  porridge. 

Dinners — Pea  soup,  broth,  potato  soup,  pea  soup,  broth,  pea 
soup  or  fish  and  bread,  broth. 

Suppers — Six  porridge,  one  potato. 
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This  routine  is  good,  as  on  no  two  consecutive  days  are  the 
dinners  the  same.  The  use  of  potato  soup  and  potato  supper 
lowers  the  food  value. 

Perth  Prison  Routine 

Breakfasts — All  porridge. 

Dinners — Pea  soup,  broth,  broth,  pea  soup,  broth,  broth  or 
fish  and  bread,  broth. 

Suppers — Six  porridge,  one  potato. 

This  routine  is  a  monotonous  one,  as  broth  is  twice  given  on 
two  consecutive  days.  The  use  of  a  potato  supper  tends  to  lower 
the  value. 

Following  this  section,  Dr  Dunlop  gives  metabolic  observa- 
tions on  prisoners  receiving  various  rates  of  diet,  and  observa- 
tions on  the  influence  of  the  various  rates  of  diet  on  the  weight 

The  metabolic  observations  were  conducted  on  prisoners  re- 
ceiving Rates  II.,  III.  and  IV.     These  Rates  are  as  follows: — 

Rate  II. 

Male  ordinary  prisoners  with  sentences  above  three  days 
and  not  exceeding  one  calendar  month. 

Female  and  juvenile  ordinary  prisoners  untried,  or  with 
sentences  above  three  days  and  not  exceeding  six  calendar 
months. 


Breakfast. 


5  ozs.  of  oatmeal  made 
into  porridge,  with  J  pint 
of  milk. 


Dinner. 


i^  pint  of  barley  broth, 
with  6  ozs  of  wheatcn 
bread  ; 


or. 


2)  lb.  of  potatoes,  with 
}  pint  of  milk. 


Supper. 


i}  lb.  of  potatoes,  with 
\  pint  of  milk  ; 
or, 

5  ozs.  of  oatmeal  made 
into  porridge,  with  4  pin^ 
of  milk. 


Rate  III. 

Male  ordinary  prisoners  untried,  or  with  sentences  above 
one  calendar  month  and  not  exceeding  four  calendar  months. 

Female  and  juvenile  ordinary  prisoners  with  sentences  above 
six  months. 

Male  ordinary  prisoners  employed  all  day  at  active  labour 
in  the  open  air,  also  those  employed  in  workshops  and  laundries 
or  nursing,  with  sentences  from  three  days  to  one  calendar 
month. 
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Female  ordinary  prisoners  employed  as  nurses  or  in  laun- 
dries with  sentences  from  three  days  to  six  months. 
Female  convicts  in  probation. 


Breakfast. 


8  ozs.  of  oatmeal  made 
into  porridge,  with  j  pint 
of  milk. 


Dinner. 


2  pints  of  barley  broth, 
with  8  ozs.  of  wheaten 
bread  : 


Supper. 


or. 


2^  lb.  of  potatoes,  with 
\  pint  of  milk,  and  4  ozs. 
of  wheaten  bread. 


14  lb.  of  potatoes,  with 
\  pint  of  milk  ; 
or, 

5  ozs.  of  oatmeal  made 
into  porridge,  with  \  pint 
of  milk. 


Rate  IV. 

Male  ordinary  prisoners  with  sentences  above  four  months, 
and  male  convicts  in  probation  and  not  on  public  works. 


Breakfast. 


8  ozs.  of  oatmeal  made 
into  porridge,  with  }  pint 
of  milk. 


Dinner. 


Supper. 


2  pints  of  barley  broth, 
with  12  ozs.  of  wheaten 
bread ; 

or, 

2\  lb.  of  potatoes,  with 
f  pint  of  milk,  and  8  ozs. 
of  wheaten  bread. 


2  lb.  of  potatoes,  with 
\  pint  of  milk  ; 
or, 

5  ozs.  of  oatmeal  made 
into  porridge,  with  \  pint 
of  milk. 


From  the  metabolic  studies,  Dr  Dunlop  concludes  : — 

1.  All  three  diets  produce  polyuria.  This  observation  is 
corroborated  by  careful  inquiry  in  the  prison.  A  similar 
polyuria  has  previously  been  noted  by  Dr  Aitchison  as  occurring 
among  poorhouse  inmates.  Polyuria  is  an  annoyance  to  the 
prisoners,  compelling  them  to  ri.se  from  their  beds  several 
times  during  the  night ;  but  with  our  present,  perhaps  imperfect, 
knowledge  of  the  influence  of  excess  of  water  on  the  metabolism, 
we  are  unable  to  state  that  it  is  in  any  way  hurtful,  and  con- 
sequently cannot  condemn  the  diets  as  unwholesome  on  this 
account. 

2.  With  all  three  rates  of  diet  a  large  quantity  of  nitrogen  is 
being  passed  in  the  faeces.  This  indicates  that  a  comparatively 
large  proportion  of  the  proteid  of  the  food  is  not  absorbed. 
The  average  waste  in  this  manner  amounted  to  10,  18,  and 
20  per  cent,  for  diets  II.,  III.  and  IV.  respectively.  The 
waste  by  non-absorption  of  proteid  with  an  ordinary  mixed 
diet  is  estimated  at  6  to  10  per  cent.  (Von  Noorden,  "  Pathologic 
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des  Stoffwechsels,"  page  32).  The  larger  waste  found  to  occur 
with  these  diets  warrants  the  comparatively  high  proteid 
standard  stated  as  necessary  earlier  in  this  report 

3.  The  increasing  rate  of  proteid  waste  as  the  amount  of 
diet  is  increased,  shows  that  there  must  be  a  limit  to  the 
powers  of  absorbing  vegetable  proteid,  and  that  it  would  only 
be  wasteful  to  attempt  to  supply  any  more  proteid  than  is 
given  in  the  fourth  rate  of  diet  as  vegetable  proteid.  This 
conclusion  is  of  value  when  considering  the  larger  food  require- 
ments of  those  convicts  who  are  actively  employed  at  public  works. 

4.  Rate  II.  diet  is  insufficient  to  support  average  sized  men 
in  nitrogenous  equilibrium,  though  it  may  support  small  men  in 
nitrogenous  equilibrium  for  a  short  time. 

5.  Rate  III.  diet  is  scarcely  sufficient  to  support  average 
men  in  nitrogenous  equilibrium,  the  losses  observed  being 
larger  than  the  gains,  and  from  this  it  follows  that  it  would 
be  insufficient  for  heavy  men. 

6.  Rate  IV.  diet  seems  to  be  sufficient  for  average  men,  as 
the  losses  observed  were  so  small  as  to  be  within  the  limits 
of  unavoidable  error. 

The  conclusions  deduced  from  the  influences  of  these  rates 
on  the  weights  of  male  prisoners  are  as  follows : — 

Rate  II.  (1)  It  is  insufficient  to  maintain  the  normal  weight 
of  an  average  man. 

(2)  Being  insufficient,  if  long  continued  it  would  be  hurtful. 

Rate  III.  (i)  It  is  sufficient  for  light  men,  i.e.  men  under 
9  stone  weight. 

(2)  It  is  insufficient  for  all  others. 

Rate  IV.  (i)  That  it  is  sufficient  for  average  men,  even 
for  a  lengthy  period. 

(2)  That  it  is  insufficient  for  heavy  men. 

The  general  conclusions  regarding  the  sufficiency  of  Rates 
I.,  II.,  III.  and  IV.  for  male  ordinary  prisoners  are: — 

1.  That  Rate  I.  diet  is  insufficient  for  a  working  prisoner ; 
the  food  value  of  it  is  too  low.  The  suitability  of  this  diet  for 
very  short  sentences  will  be  discussed  later. 

2.  That  Rate  II.  diet  is  also  insufficient  for  the  wants  of  a 
male  prisoner  doing  a  moderate  day's  work.  Its  food  value  is 
too  small,  being  only  about  two-thirds  of  the  standard  ;  it  does 
not  maintain  the  average  prisoner  in  nitrogenous  equilibrium, 
and  it  is  not  sufficient  to  prevent  a  loss  of  weight. 

3.  That  Rate  III.  is  also  insufficient  to  supply  the  wants  of 
an  ordinary  male  prisoner  doing  a  moderate  day's  work.  The 
food  value  is  below  the  standard ;  it  is  insufficient  to  maintain 
the  average  prisoner  in  nitrogenous  equilibrium  ;  and  it  is  not 
sufficient  to  prevent  the  majority  of  prisoners  losing  weight 
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This  rate,  however,  more  nearly  approaches  the  required  standard 
than  Rate  II.  does.  Its  suitability  for  other  prisoners  will  be 
discussed  later. 

4.  That  Rate  IV.  is  a  sufficient  diet  for  an  ordinary  male 
prisoner  doing  a  moderate  amount  of  work.  The  food  value 
is  practically  that  of  the  theoretical  standard  ;  it  has  been  found 
sufficient  to  keep  an  ordinary  male  prisoner  in  nitrogenous 
equilibrium,  and  has  been  found  to  be  sufficient  to  prevent  an 
average-sized  man  losing  weight. 

From  these  four  points,  and  from  a  consideration  of  the 
guiding  principle  stated  at  the  commencement  of  the  report, 
that  every  prisoner  is  to  be  sufficiently  fed,  the  only  justifiable 
conclusion  is  that  all  male  ordinary  prisoners  doing  a  moderate 
day's   work  should  have  a  diet  as  full  as  Rate  IV. 

Rate  IV.  diet  Dr  Dunlop  considers  as  nearly  perfect  a  diet 
as  could  be  devised  for  the  use  of  male  ordinary  prisoners.  As 
regards  the  present  male  convict  dietaries,  Dr  Dunlop  con- 
cludes : — 

1.  That  the  only  class  of  convicts  insufficiently  fed  is  that 
at  outdoor  light  labour.  This  is  shown  by  a  study  of  their 
weight  records,  and  corroborated  by  a  comparison  of  the  food 
value  of  the  diet.  Rate  VIII.,  with  the  standard  for  moderate 
work,  and  by  the  frequent  complaints  of  under-feeding. 

2.  That  with  the  exception  just  named  all  the  male  convicts 
are  being  sufficiently  fed. 

3.  That  an  inequality  of  meals  exists,  some  dinners  being 
excessive,  while  some  are  too  small.  The  former  lead  to  waste, 
the  latter  to  complaints  of  under-feeding. 

4.  That  there  is  some  evidence  of  over-feeding.  That  the 
convicts  waste  some  porridge  and  bread,  and  complain  of  the 
less  savoury  dinners,  points  to  their  food  supply  being  more  than 
their  requirements. 

5.  That  two  of  the  dinners,  the  suet-pudding  dinner  and  the 
fish  dinner,  are  not  satisfactory  for  use  in  Peterhead  Convict 
Prison. 

6.  That  the  privilege  breakfast  for  convicts  in  Classes  I.  and 
II.  is  not  satisfactory,  as  it  raises  the  supply  of  bread  to  an 
unreasonable  amount. 

7.  That  some  rearrangement  of  the  convict  dietaries  is 
desirable. 

The  Report  concludes  with  tables  of  suggested  dietary 
regulations,  and  appended  are  notes  on  the  Scottish  poor- 
house  dietaries  and  on  the  prison  dietaries  of  other  countries. 

From  the  first  of  these  appendices  it  appears  that,  compared 
to  the  Scottish  prison  dietaries,  the  poorhouse  dietaries  are  of 
smaller  nutrient  value. 
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The  second  appendix  shows : — 

These  few  notes  concerning  the  prison  dietaries  of  other 
countries  bring  out  the  following  conclusions : — 

u  That  the  food  varies  with  the  amount  of  work  performed 
in  all  prison  dietaries  except  in  the  (new)  English  dietaries  for 
ordinary  prisoners. 

2.  That  variation  according  to  sex  and  youth  is  practically 
universal. 

3.  That  nursing  mothers  receive  special  extras  in  the  (sug- 
gested) Scottish,  French,  and  Prussian  regulations,  but  not  in 
the  English  or  Irish. 

4.  That  the  special  requirements  of  men  of  more  than  average 
size  are  only  met  by  the  (suggested)  Scottish  dietaries. 

5.  That  prison  hospital  dietaries  are  universal  except  in 
Scotland. 

From  this  summary  of  the  Report  it  will  be  seen  that  the 
work  embodied  in  it  has  been  of  a  most  thorough  and  com- 
prehensive nature,  while  it  has  been  presented  in  a  lucid  and 
succinct  manner. 


fDeetinga  of  Societiea 

Glasgow  Medico-Chirurgical  Society 

At  a  meeting  on  October  20th  there  was  a  lantern  demonstra- 
tion by  Dr  T.  H.  Bryce  and  Dr  J.  H.  Teacher  of  micro-photo- 
graphs of  fertilisation  and  segmentation  in  echinus.  Dr  Bryce 
explained  how  he  had  artificially  conducted  the  impregnation 
by  mixing  in  salt  water  the  ova  and  the  sperms  of  the  echinus, 
and  obtained  some  very  interesting  views  under  the  microscope 
of  the  different  stages  of  impregnation  and  segmentation. 
Dr  Teacher  had  prepared  the  photographs.  An  interesting 
commentary  on  the  pictures  was  given  by  Dr  Bryce,  who 
touched  on  some  of  the  chief  theories  of  the  early  stages  of 
development.  The  demonstration  formed  a  very  beautiful  piece 
of  work,  and  Dr  Bryce  and  Dr  Teacher  were  warmly  congratu- 
lated by  the  Society  for  the  success  which  had  met  their  efforts. 
A  number  of  microscopic  slides  were  also  shown. 

Dr  J.  Lindsay  Steven  and  Mr  Luke  then  showed  the  parts 
from  a  case  in  which  gastro-enterostomy  was  successfully  per- 
formed for  a  large  malignant  tumour  of  the  pylorus,  with 
immediate  relief  to  the  obstructive  vomiting.  Dr  Steven  men- 
tioned that  the  patient  was  a  female  aged  fifty-four  years,  and 
had  suffered  from  gastric  symptoms  for  a  year,  chiefly  pain  after 
food,  and  vomiting.     The  large  tumour  being  easily  detected  by 
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inspection  and  palpation,  there  was  no  difficulty  in  the  diagnosis. 
The  tumour  was  freely  movable,  and  of  itself  shifted  in  position 
considerably.  She  was  emaciated  and  exhausted,  and  vomiting 
was  persistent,  as  well  as  diarrhoea.  Medical  treatment  would 
not  in  this  case  have  been  able  to  prolong  her  life  more  than  a  day 
or  two.  She  was  transferred  to  Mr  Luke's  care,  who  opened  the 
abdomen  in  the  hope  that  he  might  be  able  to  remove  this  freely 
movable  tumour  altogether.  There  was  a  very  large  tumour, 
and  apparently  also  secondary  deposit  in  the  liver,  though  it  was 
afterwards  found  that  the  liver  was  cirrhotic,  and  not  involved 
secondarily.  Mr  Luke  thought  the  best  thing,  under  the  cir- 
cumstances, was  to  perform  gastro-enterostomy,  which  he  did  by 
opening  the  stomach  anteriorly,  and  attaching  to  it  a  piece  of 
jejunum,  using  neither  plates  or  buttons.  On  account  of  the 
diarrhoea  present,  food  was  given  next  day.  The  vomiting  was 
wonderfully  relieved,  and  she  soon  began  to  take  plenty  food. 
For  sixteen  days  she  did  very  well,  but  then  began  to  sink,  and 
in  a  week  died,  apparently  from  the  continued  presence  of 
extensive  disease. 

This  specimen  was  shown  to  the  Society,  and  it  was  apparent 
that  the  operation  had  been  very  efTectively  carried  out. 

Mr  Rutherford  asked  if  the  jejunum  had  been  laid  on  from 
left  to  right  or  right  to  left,  and  being  answered  that  it  was  in 
the  former  way,  said  that  the  point  was  important,  as  assisting 
the  proper  propulsion  of  the  food. 

Dr  Clark  congratulated  Mr  Luke  on  the  result  obtained,  and 
spoke  of  the  importance  and  u.sefulness  of  surgical  aid  in  many 
such  cases. 

Dr  Lindsay  Steven  then  narrated  another  case  illustrative  of 
gastric  surgery,  in  which  Mr  Luke  had  co-operated  with  him. 
A  man,  aged  thirty-five,  had  been  under  medical  care  for  some 
months  suffering  from  haematemesis.  He  entered  Dr  Steven's 
ward  recovering  from  his  third  attack.  He  shortly  after  had  a 
fourth  attack.  He  was  extremely  emaciated,  and  it  was  thought 
that  the  gastric  disease  might  be  malignant.  He  was  transferred 
to  a  surgical  ward,  under  observation,  and  again  a  very  severe 
haemorrhage  occurred.  It  was  considered  that  an  operation 
offered  the  only  chance  of  saving  his  life,  and  Mr  Luke  accord- 
ingly opened  the  abdomen.  Owing  to  distension  of  the  trans- 
verse colon,  and  the  stomach  being  retracted  high  up,  great 
difficulty  was  found  in  dealing  with  it.  The  ulcer  was  detected 
by  its  adhesion  to  the  liver.  The  stomach  was  opened  and  the 
ulcer  sutured,  but  unfortunately  the  patient  died  not  long  after 
the  operation,  so  that  the  question  of  the  ultimate  success  of  this 
treatment  was  undetermined. 

Dr  Steven  referred  to  other  cases  of  the  kind  which  had  come 
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under  his  notice,  and  Mr  Clark  in  this  connection  also  pointed  out 
the  aid  which  modern  surgery  can  give  in  these  very  serious  cases. 

Dr  Steven  then  showed  the  parts  from  a  case  of  purulent 
pericarditis  in  a  child,  and  narrated  the  main  facts  of  a  case  in 
which  he  tapped  the  pericardium  for  a  similar  condition.  The 
specimen  was  from  a  young  child  who  had  shown  no  urgent 
symptoms  of  pericarditis.  There  was  dulness  at  the  right  base, 
with  r^les,  and  the  case  had  run  the  course  of  a  broncho-pneu- 
monia. An  area  of  dulness  in  front  was  then  discovered,  certainly 
pericardial.  The  temperature  was  very  irregular,  suggestive  of 
a  septic  state.  The  child  died  twelve  days  after  the  dulness  was 
discovered.  He  regretted  he  had  not  tapped  the  pericardial 
sac.  At  the  post-mortem  pus  was  present  in  some  quantity. 
Had  there  been  urgent  dyspnoea  and  irregular  pulse  he  certainly 
would  have  tapped.  These  symptoms  were  present  in  a  former 
case,  with  a  daily  increasing  area  of  pericardial  dulness.  The 
patient  was  a  labouring  man,  admitted  for  chronic  cough  and 
dyspnoea.  Five  days  after  admission  Dr  Steven  tapped  the 
pericardium,  in  the  fourth  interspace,  half  an  inch  from  the  left 
margin  of  the  sternum.  Twenty  ounces  of  pus  were  withdrawn. 
The  patient,  however,  died,  ^xiAy  post -mortem  ^  there  were  twenty 
ounces  more  of  pus  in  the  sac.  There  had  been  some  friction 
heard  in  the  early  stages  of  this  case,  but  not  in  that  of  the 
child.  He  suggested  that  in  such  cases,  if  the  pericarditis  was 
the  primary  and  only  disease,  and  not  a  part  of  a  general  septic 
state,  the  surgeon  might  operate  and  drain  the  sac,  in  the  same 
way  as  empyema  was  now  treated.  He  added  that  if  in  the 
case  of  the  child  he  had  tapped  in  the  same  place  as  he  did  in 
the  man,  the  needle  would  have  directly  entered  the  left 
ventricle,  as  it  was  adherent  in  that  situation  to  the  parietal 
pericardium. 

Dr  Dunn  remarked  upon  the  necessity  for  the  co-operation 
of  physician  and  surgeon  which  these  cases  exemplified,  a  sub- 
ject which  he  said  had  been  alluded  to  by  the  President  in  his 
opening  address.  He  had  no  doubt  that  in  some  cases  the 
surgeon  should  operate  on  the  pericardial  sac,  just  as  he  did  on 
the  pleural,  and  that  good  results  would  be  obtained. 

Mr  Clark  suggested  in  such  cases  resection  of  ribs  and  free 
exposure  and  drainage  of  the  sac.  The  most  important  symp- 
toms were  the  interference  with  the  heart's  action  and  the 
temperature  curve,  together  with  the  enlarged  area  of  cardiac 
dulness. 

At  a  meeting  on  Friday,  3rd  November,  Dr  Walker 
Downie  showed — {a)  A  woman,  aged  fifty-eight,  from  whom 
he  had  removed  a  primary  sarcoma  of  the  tonsil.  He  pointed 
out   that   the   tonsil   was   more  often   the   seat    of    malignant 
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disease  than  was  commonly  supposed,  and  described  the 
diagnosis  of.it  from  the  inflammatory  state.  An  encouraging 
feature  in  these  cases  was  the  fact  that  the  growth  was  often  of 
the  spindle-celled  variety,  and  remained .  encapsuled  and  the 
glands  unaffected,  so  that  operation  was  often  successful.  In 
the  case  shown  the  growth  had  been  present  for  eight  months. 

(^)  A  man,  aged  thirty-four,  from  whom  he  had  removed  a 
pedunculated  sarcoma  of  the  tongue — the  first  case  occurring  in 
this  country  on  record.  When  under  treatmertt  for  sore  throat,  a 
swelling  had  been  observed  in  this  patient  in  the  posterior  region 
of  the  tongue.  It  grew  rapidly,  and  nothing  but  blood  came 
from  it  on  incision.  When  Dr  Downie  saw  the  patient  it  was 
larger  than  a  walnut,  smooth  and  shining  on  its  surface,  and  free 
from  fur  with  which  the  rest  of  the  tongue  was  thickly  coated. 
It  was  pedunculated,  and  situated  on  the  left  half  of  the  organ 
in  the  circumvallate  region.  It  was  highly  elastic  on  palpation, 
almost  fluctuant  in  parts.  The  patient  had  lost  two  stones  in 
five  weeks.  The  diagnosis  of  pedunculated  sarcoma  was  made 
and  confirmed  after  removal  of  the  growth  by  operation.  The 
tongue  was  pulled  well  foru'ard  after  splitting  the  cheek,  and 
the  growth  and  an  area  of  healthy  tissue  around  it  removed  by 
scissors.  The  patient  made  a  good  recovery  and  rapidly  gained 
in  weight,  and  there  were  no  signs  of  recurrence.  This  disease 
was  rare.  Downie  believed  there  were  about  thirty  cases  on 
record.  The  tumours  generally  grew  rapidly,  but  nevertheless 
recurrence  was  unusual.  There  was  always  rapid  improvement 
of  the  general  health  in  sarcoma  in  this  region  and  in  sarcoma 
of  the  tonsil.  Operation  in  the  latter  class  of  cases  very  quickly 
restored  health. 

Dr  Clark,  in  speaking  of  sarcoma  of  the  tonsils,  said  that  it 
was  remarkable  that  spindle  celled  growths  should  predominate 
amongst  so  much  lymphoid  tissue.  With  regard  to  the  tongue, 
it  was  curious  that  sarcoma  was  so  rare,  as  striated  muscle  else- 
where was  rather  liable  to  that  form  of  malignant  disease.  Early 
recurrence  would  also  be  expected,  though  apparently  this  was 
not  usually  the  case.  He  had  never  himself  seen  a  sarcoma  of 
the  tongue. 

Dr  Connal  showed  two  further  cases  of  primary  epithe- 
lioma of  the  tonsil — {a)  In  a  man,  aged  sixty-one.  an  iron- 
moulder,  whose  common  carotid  artery  had  been  ligatured  by 
Dr  J.  H.  Nicoll. 

(/^)  In  a  man,  also  aged  sixty-one,  who  showed  extensive 
ulceration  of  the  soft  palate  and  tonsil,  and  a  large  glandular 
mass  in  the  neck. 

Dr  Nicoll  said  he  had  ligatured  the  carotid  for  two  reasons 
— firstly,  as  a  preparatory  step  in  a  meditated  radical  operation. 
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which,  however,  was  ultimately  not  carried  out ;  and,  secondly, 
in  the  hope  that  the  local  disease  might  be  retarded. 

Dr  Clark  had  seen  a  number  of  such  cases.  There  was  great 
liability  to  recurrence. 

Dr  Rowan  then  showed  a  case  of  traumatic  aniridia,  and 
read  notes  of  the  condition,  and  the  members  were  enabled  to 
examine  the  eye  by  the  corneal  microscope.  The  small  torn 
roots  of  the  iris  could  be  seen,  also  the  suspensory  ligament  of 
the  lens  and  numerous  opacities  in  that  body.  An  X-ray 
photograph  of  the  patient  had  been  taken,  which  negatived  the 
idea  that  any  foreign  body  remained  in  the  eye.  The  patient 
had  at  an  interval  of  five  days  been  twice  injured  on  the  same 
eye  by  flying  metal. 

Dr  Munro  Kerr  read  notes  of  the  following  cases  recently 
under  his  care : — {a)  Suppurating  cyst  of  broad  ligament,  in 
which  the  f)edicle  became  twisted  ;  {p)  cyst  of  ovary  associated 
with  infantile  uterus ;  (r)  lai^e  myoma  of  uterus  removed  by 
enucleation. 


Glasg^ow  Obstetrical  and  Gynecolog^ical  Society 

On  Wednesday,  October  2Sth,  the  Honorary  President,  Professor 
James  Stirton,  delivered  his  presidential  address,  in  which  he 
reviewed  some  topics  of  modem  gynecology  and  obstetrics. 
He  recalled  the  modes  of  treatment  applied  in  the  fifties  to 
unhealthy  uterine  and  cervical  mucosa.  He  had  many  times 
found  a  pessary  of  nitrate  of  silver  and  potash  placed  in  the 
uterine  canal  of  great  benefit,  and  he  was  inclined  to  think  that 
it  was  more  useful  in  some  cases  than  the  curette,  which  was  the 
modern  application  to  the  uterine  mucosa.  The  manner  in  which 
the  curette  was  used  nowadays  was  often  unsatisfactory  and 
careless.  He  dwelt  on  the  great  importance  of  rest  after  use 
of  the  curette,  as  rest  was  then  essential  to  the  proper  repair 
of  the  uterine  tissue. 

With  reference  to  the  ovaries,  Dr  Stirton  specially  remarked 
on  the  difference  in  their  venous  return  of  blood,  that  from  the 
left  ovary  passing  up  by  the  left  ovarian  vein,  which  joined  the 
left  renal  vein  at  a  right  angle,  which  again  joins  the  vena  cava 
at  nearly  a  right  angle.  The  ovarian  veins  had  no  valve  as  a 
rule.  The  right  ovarian  vein  joined  the  vena  cava  at  a  favour- 
able angle,  and  the  flow  of  blood  in  it  was  assisted  by  the 
suction  action  (negative  pressure)  in  the  vena  cava  From  these 
and  other  reasons  the  left  ovary  was  far  more  liable  than  the 
right  to  congestion.  Now  there  were  several  important  external 
causes  obstructing  the  return  flow  in  the  ovarian  veins,  and  one 
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of  the  chief  was  tight-lacing,  and  the  structure  and  formation  of 
present-day  corsets.  Their  unfavourable  action  was  increased 
in  girls  who  had  to  bend  over  desks,  and  who  had  to  stand  for 
many  hours  in  warehouses  and  factories.  The  worst  cases  were 
seen  in  patients  of  this  class.  They  developed  ovarian  pain,  and 
many  other  aches  and  pains,  dysmenorrhoea,  and  neuroses  of  the 
digestive  organs,  etc  The  left  ovary  compared  to  the  right  was 
disordered  in  the  proportion  of  4  to  i.  It  was  also  less  amenable 
to  treatment.  These  and  other  considerations  led  Dr  Stirton  to 
the  conclusion  that  the  female  sex  is  unable  for  the  physical 
strain  which  the  present-day  life  tends  to  throw  on  it 

Regarding  oophorectomy,  Dr  Stirton  said  that  the  epidemic 
furor  for  this  operation  was  abating  now.  He  strongly  con- 
demned the  indiscriminate  performance  of  the  operation,  which 
had  often  been  done  merely  with  the  hope  that  the  good 
results  would  overbalance  the  bad  ones.  He  had  observed 
unfortunate  mental  conditions  follow  the  operation,  and  he 
thought  that  an  investigation  of  the  physical  and  mental 
deterioration  following  the  operation  would  be  valuable. 
Against  the  operation,  when  necessary,  nothing  could  be 
urged,  as  it  was  nowadays  one  of  the  safest  and  simplest  of 
those  in  which  the  abdomen  had  to  be  opened. 

Dr  Stirton  closed  his  address  by  some  remarks  on  obstetrics, 
and  on  his  views  with  regard  to  the  treatment  of  the  umbilical 
cord,  which  he  held  should  not  be  tied  while  there  is  vigorous 
circulation  through  it,  as  this  indicated  a  feeble  circulation 
through  the  lungs,  and  if  the  cord  were  tied  complications  in  the 
child  would  ensue — possibly,  for  instance,  jaundice,  known  as 
"  yellow  gum,"  or  convulsions — and  other  conditions  which  he 
considered  due  to  too  hasty  interference  with  the  cord.  He 
cgnsidered  it  also  to  be  good  practice  not  to  tie  the  funis  on 
the  maternal  side,  but  to  allow  it  to  bleed  and  thus  empty 
the  placenta,  which  then  stimulated  uterine  contractions. 

Drs  Miller,  Reid,  and  Hector  Cameron  moved  the  vote  of 
thanks  to  the  president  for  his  address. 


Forfarshire  Medical  Association 

An  additional  meeting  of  this  Society  was  held  in  the 
University  College,  Dundee,  on  Wednesday,  November  ist, 
at  8.30  P.M.,  Dr  Templeman,  Vice-President,  m  the  Chair. 

Dr  Mackie  Whyte  gave  notes  of  a  case,  that  of  a  man  aged 
thirty-nine,  who  had  symptoms  of  cardiac  failure  with  angina  for 
thirteen  months.  He  had  signs  of  marked  aortic  regurgitation 
with  a  slowly  progressing  dilatation  of  the  heart,  and  latterly 
severe  pain  over  the  liver.     The  post-mortem  showed  fatty  and 
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dilated  heart  without  hypertrophy  to  any  degree  ;  atheromatous 
and  dilated  aorta;  small  coronary  orifices  meeting  liver; 
perehepatitis  perisplenitis;  fatty  kidneys.  These  specimens 
were  shown  to  the  meeting. 

Dr  M'Gillivray  read  a  paper  on  the  treatment  of  the  tear- 
duct  obstruction,  and  in  it  stated  that  he  had  almost  entirely 
abandoned  repeated  probings,  preferring  the  use  of  solid  metal 
styles  made  of  electric  fuse  wire.  After  dividing  the  lower 
canaliculus  and  the  stenosed  portion  of  the  tear-duct  by  means 
of  a  specially  constructed  knife,  a  No.  6.  Couper's  bulbous 
probe  is  inserted,  and  then  the  style.  When  the  style  is 
properly  inserted,  the  bent  upper  portion  should  lie  in  the 
divided  canaliculus  without  causing  inconvenience,  and  without 
being  seen  except  on  evertion  of  the  eyelid.  The  style  need 
not  be  removed  for  two  or  three  months,  by  which  time  the 
cure  is  generally  complete.  The  fuse  wire  is  used  on  account 
of  its  toughness,  cheapness,  and  pliability.  The  only  further 
treatment  necessary,  is  the  use  of  an  alum  and  boracic  lotion 
for  bathing  the  eye,  and  the  emptying  of  the  sac  by  pressure 
over  it  with  the  finger.  He  has  tested  the  treatment  in  about 
200  cases  with  such  gratifying  results,  that  he  is  not  likely 
to  return  to  the  method  of  probing  which  caused  considerable 
pain  and  inconvenience  to  the  patient. 

Drs  Duncan  and  Halley  spoke  on  the  paper.  Dr  M*Gillivray 
replied. 

Dr  Mackie  Whyte  gave  the  results  of  treatment  of  tape- 
worm in  six  cases  by  internal  administration  of  chloroform. 
The  dose  was  usually  one  drachm.  In  several  cases  a  deep 
sleep  of  an  hour's  duration  or  more  came  on  a  few  minutes 
after  the  dose.  The  results  were  on  the  whole  disappointing, 
and  usually  the  oil  of  malefern  had  to  be  given  ultimately. 
His  results  were  compared  with  those  recently  published  by 
Leichtenstcin  in  Die  Therapie  d,  Gegenwart^  whose  Conclusions 
were  entirely  against  the  efficiency  of  chloroform* 

Professor  Marshall,  in  some  remarks  on  the  paper,  expressed 
surprise  that  chloroform  should  ever  have  been  used  in  the 
treatment  of  tapeworm. 

Drs  Colman  and  Halley  also  spoke,  and  Dr  Whyte  replied. 

Professor  Stalker  read  a  paper  on  delayed  recovery  in 
pneumonia,  prefacing  his  remarks  by  a  case  in  which  there 
was  an  apparent  crisis  about  the  eighth  day,  but  the  tempera- 
ture again  rose  and  continued  with  nightly  rises  to  the  twenty- 
second  day  without  an  apparent  reason  such  as  pleural  effusion. 
In  his  paper,  he  compared  the  temperature  chart  in  such  cases 
with  that  in  specific  fevers,  and  sought  to  explain  the  pro- 
longation of  the  fever  in  some  cases  of  pneumonia  by  some 
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septic  infection  of  the  pneumonic  exudation,  maintaining  that 
these  cases  of  delayed  recovery  were  not  simply  cases  of 
prolonged  pneumonia. 

Professor  Marshall,  Drs  J.  M.  Whyte,  M*Vicar,  Bruce,  and 
the  Chairman  spoke  on  the  paper. 

Professor  Stalker,  in  his  reply  on  the  discussion,  said  he 
thought  the  prevalence  of  pneumonia  in  Dundee  was  a  striking 
fact,  but  the  type  was  severer  than  formerly.  He  also  stated, 
that  in  none  of  his  cases  was  there  any  tubercular  tendency 
to  explain  the  delayed  recovery. 


Aberdeen  Medico-Chirurgical  Society 

The  first  meeting  of  the  Session  was  held  on  November  2nd, 
Dr  T.  Milne,  President,  in  the  chair. 

The  President  made  reference  to  the  loss  which  the  Society 
had  sustained  during  the  past  year  from  the  death  of  two 
ordinary  members,  Drs  M*Combie  and  Hunter,  and  two  honor- 
ary members.  Sir  John  Struthers  and  Dr  Jamieson,  Peterhead. 

He  then  delivered  his  presidential  address  on  "  Changes  in 
Medicine  during  the  last  Thirty  Years."  Interesting  reminis- 
cences and  estimates  were  given  of  many  of  his  old  teachers, 
notably  Professor  Pirrie,  of  acupressure  fame,  and  Dr  Keith, 
widely  known  as  a  lithotomist  The  enormous  advances  in 
medicine  and  surgery  during  the  past  quarter  of  a  century 
were  dealt  with  in  considerable  detail,  special  reference  being 
made  to  bacteriology,  asepsis,  cerebral  surgery,  abdominal 
surgery,  gynecology,  treatment  by  animal  extracts  and  hypo- 
dermic medication.  Mention  was  made  of  the  honourable 
part  taken  in  these  advances  by  alumni  of  Aberdeen  University 
— Professor  A.  Ogston,  Professor  D.  Ferrier,  Dr  James  Ross, 
Dr  Mackenzie  Davidson,  Dr  Patrick  Manson,  etc. 

A  meeting  of  the  Society  was  held  on  November  i6th,  Dr 
T.  Milne,  the  retiring  president,  in  the  chair. 

The  annual  report  of  the  Council  was  submitted  and  adopted, 
and  the  following  office-bearers  were  then  elected  for  session 
1899-1900: — President,  Dr  W.  H.Williamson;  Vice-President, 
Dr  George  Watt ;  Secretary,  Dr  John  Marnoch ;  Recording 
Secretary,  Dr  Ashley  W.  Mackintosh  ;  Treasurer,  Dr  John 
Gordon  ;  Librarian,  Dr  William  Findlay ;  Council,  Professor 
Stephenson,  Dr  R.  J.  Garden,  Dr  James  Rodger,  Dr  T.  Milne, 
Dr  George  Williamson,  Dr  George  Rose. 
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Edinburg^h  Medico-Chirurg^cal  Society 

The  first  meeting  of  the  seventy-ninth  session  was  held  on 
Wednesday,  November  ist,  Sir  John  Batty  Tuke,  the  President, 
in  the  Chair. 

Dr  Alexander  James  showed  a  case  of  slight  cretinism,  and 
a  rare  case  of  skin  disease,  mainly  of  the  hands,  which  were 
homy  and  cracked. 

Dr  Boyd  (for  Dr  Gibson)  exhibited  a  little  girl,  aged  fourteen, 
whose  thyroid  began  to  enlarge  shortly  after  birth,  and  who  on 
that  account  showed  a  cretinoid  condition. 

Dr  Alexander  Bruce  showed  a  specimen  of  the  lower  part  of 
the  bowel,  which  presented  ulcers  and  thickenings  believed  to 
be  due  to  syphilis. 

Dr  Gulland  read  a  paper  on  "  On  the  importance  of  the 
examination  of  the  blood  in  doubtful  cases  of  disease,"  which  is 
published  in  full  in  this  number  of  The  Scottish  Medical  and 
Surgical  Journal 

The  retiring  President  delivered  his  valedictory  address,  in 
which  he  gave  a  review  of  the  Society's  work  during  the  past 
two  sessions. 

Dr  Argyll  Robertson  moved  a  vote  of  thanks  to  the  retiring 
President  for  his  conduct  in  the  chair  during  the  two  years  he 
had  occupied  it  and  for  his  address. 

The  following  were  elected  office-bearers  for  the  coming 
session : — President,  Mr  A.  G.  Miller ;  Vice-Presidents,  Drs 
Andrew,  P.  A.  Young,  Dunsmure,  and  Sir  John  Batty  Tuke ; 
Councillors,  Drs  H.  M.  Dunlop,  Geo.  Mackay,  Gulland. 
M*Kenzie  Johnston,  Graham  Brown,  and  Messrs  Wallace  and 
Alexis  Thomson ;  Treasurer,  Dr  Harvey  Littlejohn ;  Secre- 
taries, Mr  J.  M.  Cotterill  and  Dr  H.  M.  Dunlop  ;  Editor  of 
Transactions,  Dr  Craig. 


Edinburgh  Obstetrical  Society 

The  first  ordinary  meeting  was  held  on  November  8th.  Dr 
Halliday  Croom,  who  occupied  the  chair,  delivered  his  vale- 
dictory, address,  part  of  which  he  devoted  to  a  review  of  the 
advances  made  in  obstetrics  and  gynecology  during  the  present 
century.  On  the  conclusion  of  the  address  Dr  Croom  vacated 
the  chair  in  favour  of  the  new  president,  Dr  Milne  Murray. 

Dr  Brewis  read  notes  on  a  case  of  solid  intra-ligamentary 
tumour.  The  patient,  aet  49,  was  unmarried.  She  complained 
of  a  swelling,  which  had  been  iirst  noticed  two  years  previously, 
in  the  right  iliac  region.     Its  growth,  at  first  slow,  had  been 
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rapid  in  the  last  three  months,  and  the  abdomen  reached  the 
size  of  a  seven  months'  pregnancy.  It  had  not  been  accom- 
panied by  any  great  discomfort  or  pain.  On  examination,  the 
tumour  was  of  firm  consistence  and  immovable,  the  uterus  was 
pushed  upwards  and  to  the  left.  Operation  was  decided  on,  and 
carried  out  on  October  2Sth.  The  tumour  was  solid,  and  growing 
between  the  layers  of  the  right  broad  ligament.  The  fallopian 
tube  was  stretched  over  its  surface  with  the  flattened  ovary  at 
the  outer  end.  The  right  round  ligament  was  greatly  hyper- 
trophied,  and  coursed  along  the  anterior  surface  of  the  tumour. 
The  bladder  covered  the  lower  part  of  the  tumour  and  uterus. 
The  appendages  on  the  left  side  were  healthy.  The  vessels  on 
the  left  of  the  uterus  were  first  tied,  and  an  incision  carried 
through  the  peritoneum  covering  the  tumour  and  uterus.  The 
tumour  was  then  shelled  out,  the  right  ovarian  vessels  being 
secured.  The  uterine  arteries  were  then  ligatured,  and  the  body 
of  the  uterus  removed.  The  cavity  was  packed  with  gauze,  the 
ends  being  brought  out  into  the  vagina,  and  the  abdominal 
incision  closed  without  a  drain.  The  patient  made  an  excellent 
recovery.  The  tumour  weighed  15  lbs.  It  had  no  pedicle,  and 
its  origin  is  still  doubtful.  Microscopically  it  consists  of  fibrous 
tissue  and  non-striped  muscle,  showing  in  places  myxomatous 
•degeneration. 


Devp  £ooli0  an^  Devp  £^ition0 


A  System  of  Medicine  by  Many  Writers.  Edited  by  Thomas 
Clifford  Allbutt,  M.A.,  M.D.,  F.R.C.P.,  F.R.S.,  Regius 
Professor  of  Physic  in  the  University  of  Cambridge.  Volume 
VII.,  8vo,  pp.  937,  with  3  plates  and  34  illustrations.  London : 
Macmillan  &  Co.     1899.     Price  25s.  net. 

This  volume  is  devoted  wholly  to  the  nervous  system.  Part 
•of  this  system  appeared  in  the  seventh  volume,  and  its  con- 
cluding chapters  will  appear  in  volume  VIII.  The  present 
volume  opens  with  chapters  on  Diffuse  Diseases  of  the  Spinal 
Cordy  including  under  this  designation  myelitis,  caisson  disease, 
and  haematomyelia.  The  next  section  is  headed  Limited 
Diseases  of  the  Spinal  Cord^  and  includes  the  scleroses  and 
nuclear  diseases.  This  section  thus  necessarily  deals  with 
some  of  the  most  important  and  best  known  diseases  of  the 
nervous  system.  The  chapter  on  Disseminate  Sclerosis  by 
Dr  Risien  Russell  is  a  very  able  and  complete  exposition  of 
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the  disease,  not  only  in  its  well-known  form  as  portrayed  in 
Charcot's  classical  description  of  it,  but  also  in  its  various 
aberrant  forms  where  the  disease  is  often  not  recognised.  The 
chapter  closes  with  a  note  on  Westphal's  pseudo-sclerosib. 
Tabes  Dorsalis,  by  Dr  Ormerod  and  Dr  Mott,  is  a  concise 
account  of  the  disease  and  its  varied  manifestations.  The 
authors  do  not  accept  as  proved  Marie's  views  as  to  the  first 
nerve  elements  to  be  affected,  and  content  themselves  with  the 
general  proposition  that  "whatever  be  the  precise  point  in 
which  the  degeneration  originates,  it  certainly  affects  afferent 
structures  mainly  and  most  frequently.  Still  it  is  not  entirely 
confined  to  them,  as  is  shown  by  the  frequent  occurrence  of 
paralysis,  and  by  the  facts  that  degeneration  has  been  demon- 
strated in  motor  nuclei  and  motor  nerves  also."  The  d^enera- 
tion  is  referred  to  some  chronic  blood-poisoning,  in  many 
cases  bygone  syphilis,  but  the  writers  do  not  endorse  the  view 
that  this  particular  poison  explains  all  cases.  Sir  T.  Grainger 
Stewart  contributes  three  chapters  clearly  setting  forth  the 
characters  of  spastic  paraplegia,  Friedreich's  ataxy,  and  heredi- 
tary cerebellar  ataxy.  Other  chapters  in  this  section  are  by 
Dr  Allen  Starr  and  Dr  Beever. 

The  next  section  deals  in  sixteen  chapters  with  Diseases  of 
the  Brain,  The  opening  chapter  treats  in  some  thirty  odd 
pages  with  the  experimental  pathology  of  the  cerebral  circula- 
tion from  the  pen  of  Dr  Leonard  Hill.  The  following  chap- 
ter by  Professor  Ferrier  is  devoted  to  a  general  consideration  of 
the  regional  diagnosis  of  cerebral  disease,  and  is  characterised 
by  all  the  erudition  and  experience  we  look  for  from  the 
writer ;  and  no  chapter  in  the  volume  will  be  more  welcome 
and  more  useful  to  the  practitioner  who  wants  to  familiarise 
himself  with  the  accumulated  results  of  experimental  and 
clinical  work  as  they  are  applied  to  the  localising  of  disease. 
Another  of  the  notable  chapters  in  this  section  is  that  by  Dr 
Bastian  on  aphasia  and  other  speech  defects  ;  and  although  we 
might  cavil  at  some  of  the  contentions  therein,  there  is  na 
doubt  as  to  its  thoroughness  and  comprehensiveness,  and  the 
wide  knowledge  it  displays.  Dr  Byrom  Bramwell  contributes 
the  chapters  on  abscess  of  the  brain  and  intracranial  tumours, 
subjects  on  which  he  has  long  been  known  as  an  authority,  and 
they  are  characterised  by  all  the  elaborated  detail  which  mark 
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his  work.  Dr  Barlow  writes  on  tuberculous  meningitis,  and  in 
conjunction  with  Dr  Lees  contributes  a  long  and  valuable 
chapter  on  simple  meningitis  in.  children.  An  admirable  des- 
cription  of  the  clinical  history  and  pathology  of  the  general 
paralysis  of  the  insane,  is  by  Dr  Savage  and  Dr  Goodall.  We 
note  they  hold  that  the  causes  of  general  paralysis  may  be  sepa- 
rated into  physical  ^nA  moral,' dind  that  "almost  anything  that 
interferes  with  the  normal  restoration  of  the  nervous  system  may 
produce  general  paralysis  in  certain  persons  :  thus  worry,  which 
prevents  sleep,  will  bring  about  in  one  what  syphilitic  arterial 
degeneration  will  do  in  another,  and  impaired  nutrition,  due  to 
toxic  blood  or  brain  injury  in  others."  We  consider  this  the 
true  pathological  position  as  opposed  to  the  exclusively  syphilitic 
view  which  some  writers  so  strongly  advocate. 

The  concluding  section  of  this  volume  is  entitled  Other 
Diseases  of  the  Nervous  System,  and  includes  disorders  of 
sleep,  epilepsy,  puerperal  eclampsia,  chorea,  the  tics,  paramyo- 
clonus multiplex,  saltatory  spasms,  head-nodding,  and  eclamp- 
sia nutans.  Epilepsy  is  by  Sir  W.  Gowers  and  requires  no 
word  of  commendation.  Chorea  and  some  of  the  minor  chap- 
ters are  by  Dr  Risien  Russell.  The  inclusion  of  puerperal 
eclampsia  in  this  section  can  hardly  be  regarded  as  logically 
sound.  The  chapter  deals  with  the  subject  in  an  eminently 
satisfactory  manner,  but  r  seeing  that  it  treats  of  epileptiform 
convulsions  depending  upon  a  disease  of  the  kidney  which  is 
peculiar  to  pregnancy,  it  seems  to  us  to  have  no  more  title  to  be 
included  here  than  various  other  conditions  characterised  by 
nervous  phenomena,  but  not  due  to  primary  lesion  of  nerve 
centres. 


The  Diseases  of  Children :  A  Clinical  Handbook.  By  George 
Elder,  M.D.,  F.R.C.P.Ed.,  and  J.  S.  Fowler,  M.B., 
F.R.C.P.Ed.  Fcap.  8vo,  with  23  illustrations,  392  pp. 
London :  Charles  GriflSn  &  Co.,  Limited.    1899.    ^^"ce  los.  6d. 

This  attractive-looking  little  book  will  be  found  well  suited  for 
the  use  of  students  attending  instruction  in  the  diseases  of 
children.  Its  scope  is  mainly  clinical,  and  the  authors  have 
endeavoured  to  give  prominence  in  it  to  those  diseases  which 
are  peculiar  to  children  or  which  differ  considerably,  when  met 
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with  in  childhood,  from  the  same  affections  in  adult  life.  They 
have  certainly  succeeded  in  presenting  a  lai^e  amount  of  useful 
information  in  very  small  bulk. 

The  book  is  divided  into  three  sections.  Its  first  two  chap- 
ters are  occupied  with  a  consideration  of  the  anatomy  and 
physiology  of  childhood,  and  give  a  short  but  accurate  account 
of  many  of  the  structural  and  functional  peculiarities  of  infancy. 
The  next  chapter  deals  with  infant  feeding.  In  it  the  authors 
have  followed  mostly  the  safe  guidance  of  Rotch,  Holt,  and 
other  recent  American  writers.  Although  excellent  in  many 
ways,  this  chapter  strikes  us  as  somewhat  lacking  in  fullness  of 
detail  considering  the  very  great  importance  of  its  subject. 
The  same  may  be  said  of  that  on  general  therapeutics  with 
which  this  section  ends.  We  notice  that  the  posolc^ical  table 
given  takes  no  account  of  the  changes  in  the  last  edition  of  the 
'*  Pharmacopeia." 

The  second  section  consists  of  five  chapters.  It  deals  with 
diagnosis,  and  gives  a  clear  account  of  the  various  methods 
used  in  the  clinical  examination  of  children  and  their  applica- 
tion  to  the  different  systems.  It  is  illustrated  by  a  number  of 
plates  reproduced  from  photog^phs.  Some  of  these,  such  as 
figs.  1,3,  and  1 1,  are  extremely  good,  while  others  cannot  be 
said  to  be  equally  successful. 

The  remainder  of  the  book  is  taken  up  with  an  account  of 
the  diseases  which  are  most  characteristic  of  childhood.  Com- 
mencing with  those  which  are  peculiar  to  the  newly-born  child 
and  such  constitutional  affections  as  congenital  syphilis,  rickets, 
and  scurvy,  the  authors  review  in  order  the  morbid  affections 
of  the  various  systems,  and  end  by  describing  the  more  import- 
ant of  the  infectious  ailments.  The  chapter  on  the  diseases  of 
the  hemopoietic  system  seems  to  us  to  be  particularly  well 
done,  but,  indeed,  all  the  descriptions  bear  evidence  of  care  and 
thought  in  their  preparation,  and  of  an  adequate  acquaintance 
with  recent  literature. 

The  book  deserves  a  wide  circulation,  and  we  recommend 
it  to  students  and  young  practitioners  as  a  thoroughly  trust- 
worthy guide. 
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The  Principles  of  Bacteriology.  By  Dr  Ferdinand  Hueppe, 
Professor  of  Hygiene  in  the  University  of  Prague.  Authorised 
Translation  from  the  German  by  Dr  £.  O.  Gordon,  Assistant 
Professor  of  Bacteriology  in  the  University  of  Chicago.  Post 
8vo,  pp.  X.  467,  with  coloured  illustrations.  London:  Kegan 
Paul,  Trench,  Triibner  &  Co.     1899.     Price  9s. 

Of  works  on  Bacteriology  there  is  no  dearth,  but  this  one, 
coming  as  it  does  from  the  pen  of  a  high  priest  of  the  cult,  com- 
mands respect  by  that  very  fact  As  its  title  implies,  it  is 
devoted  to  the  exposition  of  the  Principles  of  Bacteriology : 
the  structure  and  vital  action  of  bacteria,  infection,  immunity, 
and  so  on. 

The  first  chapter  deals  in  a  very  complete  and  interesting 
fashion  with  the  structure  of  bacteria.  In  it  the  author  gives  a 
new  and  what  appears  to  us  to  be  a  simple  and  clear  scheme  of 
classification — one  based  upon  the  fundamental  distinction  of 
mode  of  reproduction.  We  note  also,  and  indeed  it  is  insisted 
on  some  four  or  five  times,  that  the  tubercle  bacillus  "  is  not  a 
true  bacterium  at  all  "  but  "  the  parasitic  growth  form  of  a  pleo- 
morphic mould  "  which  "  in  respect  to  its  morphology  is  closely 
related  to  the  ray  fungus."  Nearly  1 00  pages  are  given  to  the 
consideration  of  the  "  Vital  Phenomena  of  Bacteria,"  and  this  is 
followed  by  a  brief  description  of  the  most  important  pathogenic 
bacteria. 

In  discussing  the  "Cause  of  Infectious  Disease"  Hueppe 
takes  up  a  position  very  much  in  antagonism  to  current  opinion. 
For  him,  disease  is  "  a  process  produced  by  quantitative  changes 
in  normal  conditions,  either  when  the  physiological  organisation 
is  too  feeble  or  the  stimulus  too  intense " ;  "  it  is  a  process 
always  resulting  from  the  action  of  a  series  of  factors  of  unequal 
value."  What  is  the  cause  of  it  ?  "  Virchow  finds  an  internal 
cause  in  the  diseased  cells,  his  opponents  see  an  external  cause 
in  the  germs  that  bring  about  disease,  and  Pettenkofer  sees  a 
cause  in  those  external  conditions  which  play  no  particular  r61e 
in  the  eyes  of  Virchow  or  of  his  chief  opponents."  Hueppe 
then  goes  on  to  show  what  he  considers  false  in  each  of  these 
conceptions  and  what  scientifically  tenable.  He  has  no  faith 
in  the  doctrine  that  bacteria  cause  disease.  "If  we  suppose 
that  the  pathogenic  bacteria  are  the  true  and  sufficient  cause 
of  disease,  then  at  least  four  conditions  would  have  to  be  ful- 
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filled :  first,  they  should  produce  no  other  effect  than  that 
of  producing  disease ;  second,  their  ability  to  produce  disease 
should  remain  constant ;  third,  they  should  affect  all  animals 
in  the  same  way ;  and  fourth,  they  should  produce  only 
a  single,  sharply  defined  typical  and  *  specific '  infectious 
disease." 

Examined  in  this  light,  Hueppe  declares  that  the  bacteria 
can  not  be  considered  the  cause  of  disease.  Taking  his  stand 
upon  the  principle  of  the  Conservation  of  Energy,  he  r^^ards 
the  energy  displayed  in  disease  as  the  expression  of  a  potential 
energy  already  present  in  the  organism.  "In  the  structure  and 
constitution  of  every  oi^anic  body,  the  total  amount  of  energy 
which  may  manifest  itself  as  effect  {js,g,  disease)  exists  as  the 
potential  energy  of  combination,  as  the  internal  cause."  "  The 
specific  bacteria  are  therefore  not  the  true  cause,  that  lies  in  the 
character  of  the  nutrient  medium  :  the  bacteria  can  elicit  only 
what  is  prefigured  in  the  structure  of  the  medium."  "  The 
specific  qualities  of  disease  germs  can  only  become  manifest, 
in  the  shape  of  a  specific  infectious  disease,  when  the  forms  of 
motion  which  they  impart  in  order  to  overcome  the  resistance 
arising  from  the  organisation  of  the  human  body  happen  to 
accord  with  the  possibilities  of  motion  which  occur  in  the 
structure  of  man  as  a  result  of  inheritance  or  adaptation." 
^'  The  disease  germs  act  as  liberating  impulses  and  are  able  to 
set  free  only  what,  in  the  form  of  a  predisposition  to  disease,  is 
in  some  way  prefigured  both  in  nature  and  amount  in  the 
human  body." 

In  discussing  the  question  of  cure,  the  author  gives  some 
interesting  reflections  as  to  how  it  may  be  brought  about. 
He  emphasises  the  point  that  we  must  "treat  men  suffering 
from  different  diseases  and  not  the  diseases  themselves" 
and  he  declares  that  "a  scientifically  trained  physician  with 
hygienic  notions  and  well  marked  individuality  remains 
always  and  everywhere  the  best  remedy  and  the  surest 
means  of  cure." 

The  longest  chapter  in  the  book  deals  with  Immunity,  Pro- 
tective and  Curative  Inoculations  and  kindred  subjects.  Here 
again  a  protest  is  raised  against  the  antitoxins  and  the 
immunising  sera  being  considered  "specific."  They  merely 
work    by   stimulating    and    rendering    active    "the    cellular 
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defensive  elements  of  the  body  and  the  chemical  elements 
that  have  gone  into  solution."  If,  for  instance,  the  diphtheria 
antitoxin  were  really  specific  it  should,  according  to  our 
author,  be  attended  by  immensely  superior  results.  He  also 
points  out  that  these  agents  are  by  no  means  free  from 
•danger. 

As  regards  a  real  and  permanent  decrease  in  infectious 
disease,  Hueppe  thinks  it  possible  "  only  when  there  exists  less 
energy  capable  of  release  in  this  form,"  hence  these  diseases  can 
be  designated  preventable  only  with  some  reserve.  "  They  are 
the  expression  of  an  adaptation,  which  by  paying  attention  to 
the  causes  that  lead  up  to  it,  may  to  a  certain  extent  be 
prevented  from  recurring  in  the  future."  Cleanliness,  preventive 
inoculations,  the  remedying  of  social  faulty  conditions,  subsoil 
drainage  and  sanitary  measures  in  general  are  undoubtedly  the 
lines  along  which  to  work.  The  conquest  of  the  disease  germs 
he  does  not  much  believe  in,  and  he  ridicules  the  length  to 
which  bacteriologists  are  disposed  to  go  in  this  direction.  He 
has  more  faith  in  and  much  praise  for  the  "wisdom  of  the 
moderate  conceptions  of  the  English." 

To  enter  upon  any  detailed  criticism  of  Hueppe*s  views  is 
inopportune  here.  This  we  may  say,  however,  that  the  author 
is  a  strong  adherent  of  the  Monistic  Philosophy  and  that  the 
dynamic  theory  of  life  is  too  largely  introduced  into  the 
discussion,  as  if  every  process  in  living  matter  could  be 
explained  away  by  chemical  equations  or  physical  laws.  It 
goes  without  saying  that  for  him  spontaneous  generation  is 
^'  an  unavoidable  general  hypothesis,"  and  "  it  is  possible  to 
pass  from  inert  lifeless  proteid  to  active  living  matter."  At  the 
same  time  we  have  thought  it  right  to  give  his  views  at  some 
length,  for  they  are  those  of  a  master  in  his  art,  and  they 
moreover  form  a  suggestive  and  healthy  criticism  of  various 
generally  accepted  doctrines.  The  book  is  well  translated  and 
well  got  up.  It  excellently  fulfils  the  indications  of  its  title, 
and  notwithstanding  its  lapses  into  what  may  be  thought 
heterodoxy,  it  can  be  highly  recommended  as  a  thoughtful 
and  erudite  exposition  of  this  subject. 
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On  the  Relation  of  the  Nervous  Sjrstem  to  Disease  and  Dis- 
order in  the  Viscera.  Being  the  Morison  Lectures  delivered 
before  the  Royal  College  of  Physicians  in  Eidinburgh  in  1897 
and  1898.  By  Alexander  Morison,  M.D.,  F.R.C.P.Ed., 
Physician  in  charge  of  out-patients  to  the  Great  Northern  Central 
Hospital,  etc.     8vo,  pp.  132,  with  39  illustrations. 

We  have  received  a  copy  of  these  Lectures  from  their  author^ 
himself  the  grandson  of  the  founder  of  the  Lectureship,  and 
we  welcome  them  in  this  form. 

Much  attention  has  been  given  within  recent  years  to  the 
subject  with  which  they  deal,  but  this  contribution  cannot  fail 
to  have  an  enlightening  and  stimulating  influence. 

Lectures  I.  and  II.  deal  with  the  Anatomy,  Lecture  III. 
with  the  Physiology,  and  Lecture  IV.  with  the  Pathology  of 
Visceral  Innervation,  while  Lectures  V.  and  VI.  are  devoted  to 
Disorders  of  Visceral  Sensibility  and  Motion,  and  the  relation- 
ship of  Mind  and  Body. 

The  method  found  most  useful  for  examining  the  visceral 
nerves  was  Sihler's  haematoxylin  method,  although  the  author 
evidently  got  good  results  also  with  the  chrome-silver  method. 

The  innervation  of  the  viscera  is  traced  from  the  periphery 
upwards.  The  ultimate  distribution  of  the  innervation  of  the 
three  forms  of  visceral  motion — secretory,  ftiobile  and  metabolic 
— is  described  and  well  illustrated  by  microphotographs,  and 
this  conclusion  is  arrived  at,  viz.  "  The  balance  of  evidence  .  .  . 
IS  in  favour  of  the  termination  of  the  sensory  and  motor  nerve- 
supply  of  the  viscera  in  free  ends." 

Much  attention  is  devoted  to  the  peripheral  ganglion  cells, 
which,  it  is  held,  must  have  a  centrifugal  function.  Their 
varying  relations  to  nerve  fibres  are  copiously  illustrated.  As 
regards  the  relation  of  these  ganglion  cells  to  one  another,  the 
author  is  inclined  to  believe  that  "  successive  ganglia  and  their 
cells  may  be  connected  anatomically  and  support  one  another 
in  the  execution  of  a  common  function,  while  they  are  at  the 
same  time  incapable  of  executing  independent  reflex  action." 
They  have  other  functions  than  trophic  and  conducting.  It  is 
probable  that  they  are  storehouses  of  efferent  energy  and  that 
this  fact  is  a  truer  explanation  of  sustained  rhythmicaJity  {e^.  in 
the  eviscerated  heart)  than  the  Hallerian  view  of  inherent  non- 
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neural  rh5rthmicality  in  the  muscle  fibre,  against  which  the 
author  argues  at  considerable  length.  Further,  he  is  inclined 
to  see,  in  the  interruption  of  the  efferent  stream  of  innervation 
in  these  ganglia,  the  reason  why  we  have  so  little  voluntary 
control  over  the  efferent  visceral  stream  :  in  the  words  of  an  old 
writer,  Dr  James  Johnstone,  these  ganglia  are  "  checks  to  the 
process  of  volition."  On  the  other  hand,  pain  and  other  con-- 
scious  sensations  from  the  viscera  are  rendered  possible  oh  the 
view — "  still  somewhat  uncertain  " — that  the  visceral  efferent 
fibres  reach  the  centre  without  interruption  in  ganglia.  Kolliker 
figures  these  efferent  fibres  as  reaching  the  cord  by  the  grey 
ramus  communicans,  while  Morison  thinks  they  must  reach  the 
cord  by  way  of  the  contribution  from  the  posterior  root  to  the 
white  ramus  ;  they  then  arborise  on  the  cells  of  Clarke's  column, 
whence  the  afferent  impulses  pass  by  the  direct  cerebellar  tract 
to  the  cerebellum,  from  which  motor  impulses  may  be  assumed 
to  reach  the  small  cells  in  the  anterolateral  horn  of  the  cord. 
A  short  account  is  given  of  the  present-day  view  of  the  central 
relations  of  the  sympathetic  system  and  of  the  vago-glosso- 
pharyngeal  and  vagus  accessory  nerves.  A  close  functional 
relationship  between  cerebellar  structures  and  the  sympathetic 
system  is  conjectured  from  the  great  morphological  likeness. 

Our  author  lays  great  stress  on  double  innervation  as  an 
important  fact  in  the  anatomy  and  physiology  of  the  viscera. 
Thus,  in  the  case  of  the  submaxillary  gland,  liver,  thyroid,  etc., 
there  is  a  supplementary  or  balancing  secretion  by  means  of  the 
sympathetic  innervation,  when  the  main  secretory  nerve  is 
inhibited  or  rendered  ineffective.  So,  in  the  case  of  the  heart, 
the  two  streams  of  innervation  (from  the  vagus  and  sympathetic) 
keep  quite  distinct ;  both  contain  motor  and  sensory  elements, 
and  the  products  of  the  activity  of  the  one  set  of  nerves  reflexly 
stimulate  the  other  set.  It  is  thus  that  the  varying  rate  of  the 
heart's  action  is  explained,  e,g,  emotion  first  slows,  and  then 
quickens  the  heart:  "acceleration  and  retardation,  augmentation 
and  depression  constantly  correct  one  another."  Further,  in  the 
innervation  of  such  unified  viscera  as  the  liver  and  heart,  bilateral 
innervation  appears  to  play  an  important  part,  probably  secured 
by  an  incomplete  peripheral  and  plexal  decussation :  this  ex* 
plains,  for  example,  how  little  effect  section  of  one  pneumogastric 
nerve  has  on  cardiac  action. 
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In  the  chapter  on  pathology,  a  short  sketch  is  given  of 
visceral  neuritis — in  which  too  much  stress  seems  to  be  laid  on 
the  interstitial  changes  as  primary — of  visceral  neural  degenera- 
tion, of  the  senile  and  pathological  changes  found  in  ganglion  cells, 
£,g,  those  of  the  cardiac  ganglia,  and  of  the  pathology  of  the 
posterior  root  ganglion  with  its  bearing  on  herpes  and  tabes. 
But  "  little  is  as  yet  positively  known  of  the  alterations  which 
underlie  neuro-visceral   disorders/' 

The  question,  once  much  discussed,  of  the  condition  of  the 
visceral  nerves  in  a  hypertrophied  organ  {e,g.  heart  or  pregnant 
uterus)  has  been  studied  at  considerable  length  by  the  author. 
From  the  examination  of  the  nerves  of  the  uterus  of  the  cat  at 
various  stages  of  pregnancy  he  concludes  that  "some  increase  in 
the  apparent  size  of  the  nerves  in  the  gravid  as  compared  with 
the  nongravid  uterus  may  be  conceded,"  but  he  believes  "the 
increase  is  apparent  rather  than  real "  owing  to  the  greater 
pliability  and  looseness  of  texture.  Adequate  innervation  is 
got  for  the  hypertrophied  organ  in  another  way,  viz.,  by  opening 
out  of  the  coils  of  the  tortuous  uterine  nerves  ;  he  believes  that 
***  tortuosity  of  the  uterine  nerves  is  inversely  as  the  size  of  the 
organ."  He  also  suggests  that  one  of  the  factors  in  evoking 
reflex  action  at  full  term  is  that  the  nerve  "  rope  has  been  paid 
out  to  its  full  convenient  stretch  and  the  note  is  sounded  for  a 
return  of  the  organ  to  more  moderate  dimensions."  The  sug- 
gestion is  ingenious  although  somewhat  crude,  as  he  admits. 

With  regard  to  disorders  of  visceral  sensibility,  the  author 
holds  that  pain  referred  to  an  affected  organ  is  felt  in  it,  ue.  is 
docal.  The  determining  factor  for  local  visceral  pain  is  cumu- 
lative peripheral  pressure  or,  in  the  case  of  visceral  muscle,  a 
reflex  cramp  which  squeezes  nervous  end-organs.  Cardiac  pain 
is  taken  as  a  type  :  "  the  local  cardiac  origin  of  angina  is  to  my 
mind  indubitable."  The  two  special  aetiological  factors  in 
angina  pectoris  are  held  to  be  (i)  dilatation  of  the  heart,  which 
causes  reflex  contraction  of  the  cardiac  muscle  of  sufficient 
strength  to  stimulate  the  sensory  elements  and  cause  pain, 
which  is  therefore  truly  local,  and  (2)  direct  pressure  on  the 
cardiac  nerves  from  atheromatous  or  calcareous  arteries  and 
interstitial  sclerosis.  He  does  not  deny  that  other  factors  may 
contribute  :  he  believes  that  intra-aortic  tension  acts,  like  intra- 
mural stimulation  of  nerves,  by  causing  those  reflex  muscular 


New  Books  and  New  Editions  555 

changes  which  induce  visceral  pain.  If  the  author's  view  of  the 
importance  of  dilatation  as  causal  of  angina  is  correct,  it  is 
-difficult  to  explain  the  frequent  occurrence  of  acute  dilatation 
without  any  angina.  The  question  as  to  how  far  visceral  pain 
is  local  or  referred  is  too  wide  to  enter  upon  here,  but  the 
reader  is  referred  to  the  well-known  papers  of  Head,  Mackenzie 
and  others,  digests  of  which  have  appeared  in  this  journal. 

Each  form  of  visceral  motion — secretory,  mobile,  metabolic, 
and  excretory — is  subject  to  essentially  the  same  order  or 
regularity  of  action,  and  to  the  same  disorder  or  irregularity  of 
action,  and  the  nervous  system  plays  an  essential  part  in  the 
regulation  and  maintenance  of  sustained  visceral  motion  of  any 
form.  Abnormalities  in  the  heart's  action  are  taken  as  typical 
of  disordered  visceral  motion.  The  shock,  for  instance,  due  to 
sudden  visceral  pain,  whether  cardiac  {e.g.  angina  pectoris)  or 
non-cardiac  {e,g,  renal  calculi),  first  inhibits  and  depresses  the 
heart's  action  ;  soon,  however,  comes  the  rescuing  augmenta- 
tion and  acceleration,  according  to  the  law  of  double  visceral 
innervation  and  cross-stimulation  already  referred  to.  The 
pulse,  therefore,  at  the  onset  of  cases  of  so-called  "  vasomotor 
angina  "  is  held  to  be,  not  one  of  peripheral  spasm  but  one  of 
-empty  collapse,  just  "  such  as  might  be  caused  by  other  visceral 
and  somatic  pain  of  a  certain  degree  of  severity."  The  different 
forms  of  variations  in  the  heart's  action  are  dealt  with,  e,g,  varia- 
tions in  force  and  rate  of  beat,  tachycardia,  bradycardia,  etc., 
and  the  importance  of  the  neural  element  as  a  regulating  factor 
in  the  rh5rthm  is  emphasised. 

It  is  natural  that,  in  such  a  course  of  lectures,  questions 
regarding  the  relations  of  "  mind  "  to  "  body  "  should  come  up 
frequently,  and  in  this  connection  great  stress  is  laid  upon 
remembering  that  "mind"  is  a  product  of  cellular  activity. 
The  last  chapter  deals  more  particularly  with  the  essentially 
visceral  nature  of  the  organ  of  mind.  The  brain  has  receptive, 
retentive,  and  executive  functions,  and  the  author  believes  it 
will  yet  be  found  that  the  histological  character  of  a  part  of  the 
brain  having  a  special  function — "  organule,"  he  terms  it — is  as 
-distinctive  as  the  function  itself.  He  describes  and  figures  the 
results  of  his  own  examination  of  the  anatomical  peculiarities  of 
the  different  parts  of  the  temporo-sphenoidal  lobe. 

In  an  appendix,  the  author  describes  the  characters  of  the 
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innervation  of  the  pia  and  intracranial  vessels  which  he  was 
able  to  detect  in  the  full-grown  foetus  of  the  cat  by  Sihler's 
haematoxylin  method  ;  the  nerve  fibres  form  fine  nucleated 
plexuses  round  vessels  and  in  the  pia,  with  well-developed 
ganglion  cells.  He  has  so  far  failed  to  detect  the  innerv-ation 
of  vessels  measuring  less  than  i  o  /x  in  diameter. 

The  subject  with  which  these  lectures  deal  is  far  from  an 
easy  one,  and  the  amount  of  ground  covered  in  such  small 
space  renders  lucidity  difficult,  but  we  can  honestly  congratulate 
the  author  on  producing  a  work  which  is  evidently  the  result 
of  much  thought,  wide  reading  and  close  observation,  and 
which  will  amply  repay  very  careful  study  on  the  part  of  the 
reader.  The  microphotographs  are  good,  but  their  interpreta- 
tion would  be  easier  if  the  lines  of  reference  were  drawTi  more 
exactly. 


On  the  Wasting  Diseases  of  Infants  and  Children.     By 

Eustace  Smith,  M.D.,  F.R.C.P.     Sixth  edition.     Post  8vo^ 
PP-  37^-     London :  J.  &  A.  Churchill     1899.     Price  6s. 

The  sixth  edition  of  Dr  Eustace  Smith's  "  Wasting  Diseases 
of  Children  "  will  receive  a  hearty  welcome  wherever  its  prede- 
cessors have  been  known.  When  the  first  edition  appeared 
in  1868,  there  was  no  work  of  a  similar  character  before  the 
medical  public.  Since  that  time  a  large  amount  of  literature 
has  been  published  on  the  subjects  with  which  it  deals  ;  but 
although  Dr  Smith's  book  has  received  the  tribute  of  much 
imitation  and  been  very  freely  borrowed  from,  it  still  holds  its 
place  as  far  the  best  book  of  the  kind  in  the  language.  As  is 
stated  in  the  preface, "  the  whole  work  has  been  prepared  with  an 
eye  to  the  needs  of  the  young  medical  man  who  finds  his  practice 
to  consist  largely  of  cases  which  are  strange  to  him  from  the 
mere  age  of  the  patients— of  cases  which  his  previous  training 
amongst  adult  sufferers  has  little  qualified  him  to  treat  with  suc- 
cess." There  are  certainly  few  books  of  the  same  size  which 
are  calculated  to  be  so  useful  to  the  young  practitioner,  and 
not  very  many  which  form  such  pleasant  as  well  as  profitable 
reading. 

The  present  edition  has  been  largely  re-written  ;  a  chapter 
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on  the  subject  of  subacute  tuberculosis  in  infants  has  been 
added,  and  the  details  of  treatment  in  most  of  the  chapters 
have  undergone  revision. 


La  Specificity  ceiiuiaire.  Ses  consequences  en  Bioiogie 
gen^ale.  Par  L.  Bard,  Professeur  k  la  Faculty  de  Medicine 
de  Lyon.  Scientia  Bioiogie,  No.  i.  Paris:  G.  Carr6  et  C. 
Naud. 

Under  the  title  of  "  Scientia  "  the  publishers  issue  a  series  of 
monographs  of  which  this  paper  of  Bard's  is  the  first  on  the 
biological  side.  These  are  intended  to  give  a  reasoned  summary 
of  some  of  the  more  theoretical  ideas  which  underlie  and  direct 
the  current  of  modem  scientific  thought  and  investigation.  The 
question  debated  in  this  paper  is  whether  cells  are  indifferent,  so 
that  the  cells  of  various  special  functions  can  be  derived  from 
them,  or  whether  they  are  of  specific  character,  so  that  they  can 
gfive  origin  only  to  cells  of  like  nature  and  function  with  them- 
selves. To  this  question  Bard  has  already  devoted  a  long  series 
of  papers,  and  in  this  one,  with  great  wealth  of  illustration,  he 
gives  an  elaborate  and  persistent  argument  for  the  doctrine  of 
specificity.  By  its  light  he  clears  up  many  of  the  difficult 
problems  of  tumour  growth,  of  regeneration  of  tissues,  of  extra- 
uterine placenta,  and  of  the  general  questions  of  heredity.  In 
the  last  chapter  the  theory  meets  its  own  theoretical  explanation 
in  what  the  author  denominates  "  the  physical  theory  of  life." 
According  to  this  illuminating  idea  life  is  another  form  of 
energy  analogous  to  light,  heat  and  electricity,  requiring  like 
them  a  material  substratum  for  its  manifestations.  This  mode 
of  energy  is  vortical,  within  a  microspace,  and  capable  of  action 
at  a  distance.  By  the  application  to  it  of  the  parallelogram  of 
forces  the  intervention  of  sexuality  and  the  problems  of 
fecundation  are  simply  explained,  and  by  the  secondary 
doctrine  of  "  vital  induction  '*  and  polarisation  the  remaining 
difficulties  are  cleared  up.  As  a  matter  of  fact,  Bard  has 
succeeded  in  giving  so  much  cogency,  brilliancy  and  com- 
pleteness to  his  argument  that,  interesting  and  stimulating  as 
it  is,  the  doubt  and  distrust  with  which  one  receives  a  piece  of 
special  pleading  is  left  at  the  end  of  its  reading. 
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The   Care   of  Consumptives.      By   w.    H.    Daw,    M.R.C.S., 

L.R.C.P.Lond.,  late  House  Physician,  Royal  Hospital  for 
Diseases  of  the  Chest.  No.  7  of  the  Burdett  Series  of  Popular 
Text-books  on  Nursing.  Small  crown  8vo,  pp.  79.  London : 
The  Scientific  Press,  Ltd.     1898,     Price  is. 

The  intention  of  this  little  book  is  excellent ;  it  is  meant  to 
give  nurses  an  idea  of  the  special  means  necessary  in  the  treat- 
ment of  consumptives,  who  are,  fortunately,  less  often  seen  than 
they  used  to  be  in  the  general  hospitals  where  nurses  obtain 
their  training.  If  the  performance  does  not  quite  equal  the 
intention,  it  is  because  the  author,  in  his  anxiety  for  complete- 
ness, has  allowed  details  rather  to  obscure  the  broad  general 
principles  which  it  is  necessary  to  keep  clearly  in  mind,  and  has 
introduced  matter  which  belongs  rather  to  the  doctor  than  to 
the  nurse.  Chapters  on  the  microscopic  pathology  of  tubercle,, 
the  question  of  prophylaxis,  and  the  climatic  treatment  of  the 
disease,  with  the  railway  fares  to  health  resorts,  are  hardly 
necessary  in  a  book  intended  solely  for  nurses,  while  the  in- 
formation given  is  neither  full  enough  nor  accurate  enough  to 
be  of  use  to  the  physician.  On  the  other  hand,  the  rules  for 
nursing  cases  of  consumption  are  carefully  compiled,  and  are  in 
the  main  a  reflection  of  the  practice  of  to^lay ;  and  the  book 
may,  on  the  whole,  be  recommended  as  an  honest  attempt  to 
deal  with  an  important  subject. 


A  Handbook  for  Volunteer  Medical  Officers.  Compiled  bx 
V.  Matthews,  Surgeon-Major,  and  J.  Harper,  Surgeon^ 
Captain,  V.M.S.C.  i2mo,  pp.  103.  London:  Allman  &  Sons, 
Limited.     1898.     Price  3s.  6d.  net. 

All  volunteer  medical  officers  must,  within  a  period  of  two 
years  after  obtaining  a  commission  in  a  corps  "  in  order  to 
obtain  certificates  of  proficiency  to  enable  them  to  earn  the 
special  capitation  allowance,  pass  an  examination  in  squad, 
company,  and  bearer-company  drill,  in  the  organisation  of  field 
hospitals  and  bearer-companies,  in  the  rendering  of  first  aid  to 
the  wounded,  and  in  the  sanitary  and  other  duties  generally  of 
a  medical  officer  in  camp  and  on  tlie  line  of  march."  The 
object  of  this  small  book  is,  as  stated  in  the  preface  by  the 
compilers,  "  to  bring  together  from  the  various  sources  avail- 
able, the  more  important'  information  bearing  oh  certaift  of 
the  subjects  of  examination."     Hitherto  it  was  only  possible 
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to  acquire  the  necessary  knowledge  of  the  duties  of  meJical 
officers  by  going  through  the  usual  manuals  issued  by  the 
War  Office,  and  the  difficulty  was  much  increased  by  the 
scattered  way  in  which  such  information  was  spread  through 
the  different  works.  It  was  necessary  to  seek  out  the  in- 
dividual portions  to  be  got  up,  and  much  time  was  wasted, 
while  the  risk  of  overlooking  important  and  necessary  portions 
was  great.  Drs  Matthews  and  Harper  have  collated  into  a 
convenient  form  these  regulations,  and  have  thus  greatly  sim- 
plified the  difficulty.  Their  handbook  does  not  give  all  the 
work  required,  yet  it  should  be  of  much  assistance  to  and  be 
welcomed  by  candidates  for  examination.  It  will  further  be 
of  value  to  those  who  wish  to  refresh  their  memories  upon 
individual  points.  The  contents  are  well  summarised  at  the 
beginning  of  the  work,  and  the  arrangement  of  the  subject 
matter  is  good. 


Our  Baby :  or  Mothers  and  Nurses.  By  Mrs  Langton  Hewer. 
Sixth  Edition,  Revised.  Post  8vo,  pp.  154,  Bristol:  John 
Wright  &  Co.     1899.     Price  is.  6d. 

The  fact  that  this  little  work  has  rapidly  passed  through  five 
editions  and  now  appears  in  a  sixth,  speaks  eloquently  for 
its  attractiveness  to  the  class  for  whom  it  is  written.  It  is 
full  of  information,  clearly  and  wisely  expressed  on  all  questions 
likely  to  arise  within  the  four  walls  of  the  nursery.  It  may 
be  heartily  recommended  as  a  trustworthy  guide  for  those 
who  have  charge  of  little  children. 


A  Handbook,  with  Hints,  for  the  Nursery.  By  J.  Maclean 
Carvell,  M.R.C.S.  Post  8vo,  pp.  71.  London:  George 
Barber.     1899,     Price  is. 

The  young  and  inexperienced  parent,  for  whom  this  nicely 
bound  little  treatise  is  evidently  intended,  will  be  able  to 
.master  its  contents  in  about  half  an  hour.  We  doubt,  however,^ 
whether  she  will  find  herself  very  much  the  wiser  after  doing 
so.  The  information  given  is  not  only  very  small  in  amount 
but  somewhat  old-fashioned,  as  well  as  elementary,  in  tenor.. 
The  practical  details,  also,  are,  in  many  cases,  described  in. 
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so  inexact  and  inadequate  a  manner  that  it  is  questionable 
whether  an  endeavour  to  act  upon  them  will  do  more  good 
than  harm. 


The  Care  of  the  Baby :  a  Manual  for  Mothers  and  Nurses. 

By  J.  P.  Crozer  Griffith,  M.D.,  Clinical  Professor  of  Oiseases 
of  Children,  University  of  Pennsylvania,  etc  Second  edition. 
Post  8vo,  pp.  404.  London  :  The  Rebman  Publishing  Company 
(Limited).     1899.     Price  9s. 

This  is  the  largest  and  fullest,  as  well  as  one  of  the  very  best  of 
the  Nursery  Manuals  with  which  we  are  acquainted.  It  begins 
with  a  consideration  of  the  healthy  baby  and  his  requirements. 
After  some  advice  on  the  preparations  necessary  when  a  baby  is 
expected,  a  chapter  is  devoted  to  such  facts  as  to  the  infant's 
Anatomy  and  Bodily  Functions  as  the  mother  ought  to  be 
familiar  with.  Then  follow  chapters  on  Growth,  Toilet,  Clothes, 
Feeding,  Sleep,  Exercise,  and  Bodily  and  Mental  Training.  The 
•child's  Nurses  and  his  Nursery  are  also  fully  discussed. 

The  second  half  of  the  book  is  formed  by  a  section  on  "  The 
Sick  Baby,"  including — (i)  The  Features  of  Disease  ;  (2)  The 
Management  of  Sick  Children  ;  and  (3)  The  Disorders  of  Child- 
hood. The  Appendix  contains  information  on  various  foods, 
local  remedies,  and  drugs;  and  there  is  an  excellent  Index. 
The  illustrations  are  numerous  and  well  executed. 

Being  written  by  so  eminent  an  authorit}'  as  Dr  Crozer 
-Griffith,  it  is  needless  to  say  that  all  the  medical  details  are 
most  accurately,  as  well  as  clearly  and  judiciously  described. 

We  strongly  recommend  "  The  Care  of  the  Baby,*'  not  only 
to  intelligent  mothers  and  nurses,  but  also  to  young  practitioners, 
who  will  find  in  it  many  facts,  most  useful  in  their  practice, 
which  they  had  no  opportunity  of  learning  during  their  student 
<:areer. 

Burdett's  Official  Nursing  Directory.     By  Sir  H.  Burdett, 

K.C.B.     Post  8vo,  pp.  654.    London:  The  Scientific   Press, 
Ltd.     1 899.     Price  5s. 

This  useful  publication  contains  full  particulars  as  to  the 
-conditions  under  which  nurses  are  received  into  all  the  chief 
hospitals  and  nursing  institutions  in  Great  Britain  and  the 
Colonies.  There  is  also  a  short  outline  of  the  principal  laws 
which  affect  nurses.  The  last  half  of  the  book  is  occupied 
Avith  an  Official  Directory  of  qualified  nurses. 
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KOPLIK'S  SPOTS. — In  the  Medical  News  (New  York),  June 
3rd,  1899,  Koplik  gives  a  full  description  of  the  spots  on  the 
buccal  and  labial  mucous  membranes  which  have  come  to  be 
associated  with  his  name.  This  sign  appears  in  measles,  and 
in  no  other  condition  of  health  or  disease  apparently.  Of  52 
■consecutive  cases  examined  at  the  clinique  for  this  sign,  the 
diagnosis  of  measles  was  made  in  32  cases  from  the  presence 
-of  the  spots  alone,  and  in  none  of  the  patients  was  the  diagnosis 
Avrong.  The  sign  appears  24,  48  and  even  72  to  120  hours 
before  the  exanthem  of  measles  appears  on  the  skin ;  it  is  present 
before  conjunctivitis  has  occurred,  and  whilst  still  there  is  little 
•or  no  fever. 

The  sign  appears  chiefly  on  the  mucous  membrane  which  lines 
the  cheeks  and  lips  ;  it  does  not  occur  on  the  hard  or  soft  palate 
or  on  the  fauces.  It  is  at  first  discrete,  then  the  spots  become 
numerous  and  confluent,  and  when  the  skin  eruption  appears 
and  is  spreading,  this  sign  is  at  its  height.  It  then  begins  to 
fade,  and  disappears. 

On  looking  into  the  mouth  of  a  patient  a  diffuse  redness  of 
the  fauces  with  a  few  indefinite  spots  of  red  on  the  soft  palate  is 
seen,  but  in  addition,  small  irregular  spots  of  a  bright  red  colour 
may  be  seen  on  the  mucous  membrane  of  the  cheeks  and  lips, 
and  these  are  the  spots  of  importance.  In  the  centre  of  each 
red  spot  is  a  minute  bluish-white  speck.  At  first  there  may 
only  be  two  or  three  such  spots,  but  however  few  they  may  be, 
the  combination  of  the  bluish-white  speck  with  a  rose-red  back- 
ground is  pathognomonic  of  measles.  To  see  them  properly,  the 
mucous  membrane  must  be  well  everted,  and  strong  daylight 
from  a  window  allowed  to  fall  on  it.  They  are  not  removed  by 
mere  touching,  but  rough  brushing  removes  them  and  they  can 
be  picked  off  by  forceps.  When  examined  the  spots  are  found 
to  consist  of  bacteria,  mostly  diplococci,  sometimes  streptococci 
and  epithelial  scales.  After  the  spots  have  increased  in  number 
and  coalesced,  the  whole  mucous  membrane  becomes  of  a  uni- 
form rose-red  colour,  studded  with  myriads  of  these  bluish-white 
specks  ;  at  this  time  the  exanthem  has  appeared  and  is  spread- 
ing. When  the  exanthem  is  at  its  height,  the  buccal  eruption 
has  lost  its  characteristic  appearance  and  is  fading. 

The  great  value  of  the  sign,  from  a  diagnostic  point  of  view, 
is  apparent :  in  scarlet  fever  there  are  no  such  spots  although 
the  throat  is  infected,  nor  are  there  any  in  German  measles.  In 
:simple  aphthous  stomatitis  there  are  sometimes  rose-red  spots 
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on  the  buccal  and  labial  mucous  membranes  associated  with  a 
febrile  movement,  but  these  spots  have  a  yellow,  not  a  bluish- 
white,  centre. 

Multiplicity    of    Primary     Malignant    Tumours 

(Scheel,  Hospitalsiid,  1899,  p.  855). — Three  interesting  cases 
are  related,  i.  Man,  48  years,  had  a  pediculated  tumour  the 
size  of  a  lai^e  hazel-nut  removed  from  the  aryepiglottic  fold  ;  a 
month  later  he  had  a  broad  tumour  removed  from  the  posterior 
wall  of  the  pharynx  ;  the  first  was  a  sarcoma,  the  second  an 
epithelioma.  2.  Woman,  70  years,  died  three  days  after 
admission.  She  had  (i)  a  scirrhus  of  the  right  mamma  with 
axillary  extension.  (2)  Enlaiged  thyroid,  tissue  firm  but  normaL 
(3)  A  bean-sized  polyp  of  the  mucous  membrane  at  the  upper 
part  of  the  ileum ;  this  was  a  lipoma.  (4)  Carcinoma  at  the 
fundus  of  the  gall  bladder.  (5)  Bean-sized  mucous  polyp  at  the 
fundus  of  the  uterus ;  this  was  an  adenoma.  (6)  Small 
subserous  fibromyoma.  (7)  Small-celled  sarcoma  of  tJie  right 
ovary.  (8,  9)  Cysts  of  the  surfaces  of  the  nutmeg  liver  and 
granular  kidneys.  There  were  metastases  from  the  breast  on 
the  pleura  and  bronchial  glands  and  double  hydrothorax  and 
hydropericardium.  3.  Man,  61  years,  had  about  thirty  tumours 
of  the  stomach ;  some  polypoid,  some  flat  and  sessile.  The 
polypi  were  pure  adenomata,  the  sessile  tumours  adenocar- 
cinomata. 


The  Use  of  Astringents  in  Intestinal  Catarrh.— 

Dr  Meier,  of  New  York,  in  an  article  in  the  Boston  Medical  and 
Surgical  Journal  of  21st  September  1899,  doubts  that  the  so- 
called  intestinal  antiseptics  have  any  real  value  as  such.  The 
small  doses  in  which  they  can  be  administered  are  insufficient 
to  arrest  bacterial  growth  in  the  gastro-intestinal  tract.  Accept- 
ing the  modern  theory  that  many  bowel  troubles  are  due  to  toxic 
products  generated  by  bacteria,  Dr  Meier  thinks  that  it  is  more 
logical  to  initiate  the  treatment  of  intestinal  catarrh  with  the 
use  of  some  evacuant  which  will  promote  the  elimination  of 
toxins /^r  viam  naturalem.  He  finds  tliat  calomel,  or  castor  oil, 
act  well  as  such.  Having  freed  the  intestinal  tract  by  means  of 
such  drugs  of  all  toxic  irritating  material,  the  diarrhoea  will 
sometimes  cease  under  the  administration  of  simple  stomachics 
with  bismuth.  If  the  profuse  and  exhausting  alvine  discharge 
should  continue,  now  is  the  proper  time  to  administer  intestinal 
astringents.  Dr  Meier  does  not  think  highly  of  tannic  acid  by 
itself  as  an  astringent  It  irritates  the  gastric  mucous  membrane 
by  acting  on  the  albuminous  elements,  and  much  of  it  is  absorbed 
by  the  upper  part  of  the  alimentary  tract,  or  else  insoluble 
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tannates  are  formed,  and  these  have  no  astringent  action.  A 
large  number  of  tannic  acid  preparations  have  been  introduced 
lately,  and  in  many  of  these,  as  tannigen  or  acetyl-tannin,  the 
drug  passes  through  the  stomach  unchanged  and  is  slowly  and 
gradually  decomposed  in  the  intestinal  tract  Tannopine  is  one 
of  these  preparations  of  which  Dr  Meier  speaks  highly.  It  is 
decomposed  so  slowly  in  the  alkaline  intestinal  contents  that  its 
astringent  effects  extend  as  far  down  as  the  lower  end  of  the 
lai^e  intestine.  Its  use  has  been  found  of  great  benefit  in  cases 
of  chronic  intestinal  catarrh,  cholera  infantum,  gastro-enteritis, 
and  dysentery.  It  is  harmless  even  in  large  doses,  and  the 
author  has  found  it  of  special  use  in  the  case  of  infants. 


An  External  Application  to  Shorten  the  Period- 
OF  Desquamation  in  Scarlet  Fever,  and  to  Diminish 
the  Risk  of  Infection. — Dr  Williams  describes  the  method 
which  he  has  successfully  employed  in  the  wards  of  the  Boston 
City  Hospital  in  the  Boston  Medical  and  Surgical  Journal  {\^^ 
September  1899).  In  order  to  prevent  the  dissemination  of  the 
epithelial  scales,  and  to  hasten  the  removal  of  the  layer  of  desqua- 
mating epithelium  he  causes  the  patient  to  be  rubbed  over  daily 
(except  the  hair)  with  the  following  mixture: — i  part  glycerine 
to  7  parts  of  a  10- volume  solution  of  perchloride  of  bydrogen  ; 
to  this  should  be  added  a  little  hydrochloric  acid  (in  order  ta 
make  a  A  to  A  of  a  one  per  cent  solution)  a  quarter  of  the  body 
may  be  done  at  a  time ;  some  hours  later  another  quarter,  and 
so  on. 


The  Condition  of  the  Liver  in  Pernicious  ANiEMiA- 

— Contrary  to  the  usually  accepted  idea  that  the  liver  in  per- 
nicious anaemia  is  the  seat  of  fatty  degeneration,  Drs  Gilbert 
and  Garnier  state  that  it  is  the  seat  of  quite  different  changes. 
(Comptes  Rendus  de  Biologie^  4th  August  1899.)  In  three  cases 
of  pernicious  anaemia  which  ended  fatally,  the  livers  presented 
numerous  analogies.  Clinically,  they  appeared  enlai^ed  in 
size,  but  functionally  almost  normal.  Really  they  had  under- 
gone considerable  increase  in  size  (hypertrophy),  but  without 
any  concomitant  proliferation  of  connective  tissue  or  cellular 
degeneration.  The  parenchyma  presented  only  some  slight 
change  localised  to  the  centre  of  the  lobule.  In  two  cases 
there  was  a  unique  alteration  consisting  in  the  accumulation  of 
iron  pigment. 

To  explain  this  change  in  the  liver  in  the  course  of  pernicious 
anaemia,  three  hypotheses  may  be  cited. 

(l)  The  hypertrophy  may  be  due  to  exaggeration  of  hepatic 
function ;    the  accumulation  of  iron  pigment  in  the  different 
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elements  of  the  hepatic  lobule,  the  increase  in  the  quantity 
of  iron  contained  in  the  liver  prove  sufficiently  the  existence 
of  this  exaggerated  function. 

(2)  The  hypertrophy  may  be  looked  upon  as  really  com- 
pensatory. As  the  liver  acts  greatly  as  an  agent  regulating 
the  composition  of  the  blood  so  it  may  undergo  a  modification 
in  order  to  counteract  the  impoverishment  of  the  liquid  part  of 
the  blood. 

(3)  The  hypertrophy  may  be  explained  by  the  diminution 
which  the  various  elements  of  the  blood  and  notably  the  plasma 
undergo  in  pernicious  anaemia. 


Localised  Over-exertion  as  a  Cause  of  Paralysis 

Agitans. — Kraft-Ebing  has  an  interesting  paper  on  this  sub- 
ject in  the  Wien.  Klinisch,  Wochenschrift^  No.  5,  p.  95,  1899. 
He  has  noted  that  except  in  cases  where  the  paralysis  agitans 
has  b^^n  in  the  lower  extremities  as  a  result  of  some  local 
injury,  the  tremor  characteristic  of  this  disease  shows  itself  in 
the  first  place  in  the  upper  extremities,  and  most  frequentiy 
in  the  right  arm.  Thus,  for  example,  in  88  non-traumatic  cases 
(50  men  and  38  women)  of  paralysis  agitans  investigjated  by  the 
author,  the  trembling  first  showed  itself  in  the  right  arm  in  50 
cases  (29  men  and  21  women)  and  in  the  remaining  38  cases  it 
affected  the  left  arm  in  the  first  place.  It  was  not  noted  whether 
these  patients  were  right  or  left  handed.  The  author  thinks 
that  this  mode  of  invasion  indicates  an  analogy  between 
paralysis  agitans  and  the  trade  paralysis  which  affect  the 
superior  extremities,  as  for  example,  writers'  cramp. 

In  order  to  explain  the  primary  localisation  in  paralysis 
agitans,  one  must  remember  that  most  individuals  during  tlieir 
occupation,  fatigue  their  superior  extremities  much  more  than 
their  inferior  extremities,  and  still  more  do  they  fatigue  their 
right  arm  as  compared  with  their  left  The  nerve  centres 
which  regulate  the  movements  of  the  right  arm  are  conse- 
quently greatly  stimulated  and  thus  are  less  stable,  and  more 
exposed  to  pathological  change.  If,  therefore,  paralysis  agitans 
has  any  definite  originating  cause  (emotion,  arteriosclerosis,  in- 
fectious disease,  etc),  the  latter  will  attack  the  seat  of  least 
resistance  caused  by  the  over-exertion,  and  so  give  rise  to  the 
initial  symptom. 

The  author  details  two  cases :  in  one,  a  painter  aged  sixty* 
six,  the  attack  of  paralysis  agitans  came  on  after  an  attack 
of  haemorrhoids  and  cystitis.  The  tremor  first  showed  itself  in 
the  hand  and  later  in  the  left  arm,  and  these  were  the  parts 
greatly  fatigued  by  the  continuous  holding  of  the  palette. 

In  the  second  case,  a  wood-turner  worked  at  the  lathe  for 
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fourteen  or  fifteen  hours  daily.  He  used  his  right  foot  in  turn- 
ihg  the  treadle,  while  his  whole  weight  was  supported  by  the 
left,  and  in  this  case  the  characteristic  trembling  first  appeared 
in  the  left  foot 


Diphtheritic  Paralysis. — M.  Marfan  {Ann.  de  mid,  et 
chtr.  infant^  3  ann.,  No.  16,  August  15,  1899)  records  two  cases 
in  which  the  syndrome  of  post-diphtheritic  paralysis  was 
present  although  there  was  no  history  of  a  preceding  attack 
of  diphtheria  in  either.  The  first  was  the  case  of  a  little  girl, 
aged  two  and  a  half  years,  who  had  been  the  subject  of  a 
discharge  from  the  ears.  Four  months  ago  she  had  varicella, 
but  had  recovered  well  from  that ;  about  a  month  and  a  half 
ago  she  began  to  cough  and  was  seen  by  a  doctor  who  diagnosed 
bronchitis ;  two  days  later  there  was  some  swelling  of  the 
sub-maxillary  glands,  and  since  there  was  an  epidemic  of 
mumps  in  the  neighbourhood  it  was  thought  that  the  child 
was  suffering  from  that  disease,  but  no  examination  of  the 
interior  of  the  throat  was  made ;  some  days  later  there  was 
anaemia,  loss  of  flesh  and  loss  of  power  to  stand  up,  con- 
ditions which  were  ascribed  to  the  convalescence  from  the 
mumps.  The  paralysis,  however,  continued,  and  the  child  was 
brought  into  hospital.  It  was  then  found  that  the  patient  was 
unable  to  stand  or  to  hold  up  the  head ;  the  tendon  reflexes 
were  abolished ;  there  was  a  slight  degree  of  strabismus ;  the 
voice  had  a  nasal  twang ;  when  an  attempt  was  made  to  drink 
there  was  choking  and  the  fluid  came  back  through  the  nose ; 
and  the  soft  palate  was  flaccid.  Although  there  was  neither 
redness  nor  exudation  on  the  throat,  yet  Marfan  regarded  the 
case  as  one  of  post-diphtheritic  paralysis.  The  secretions  were 
examined  for  the  specific  bacillus  but  with  a  negative  result^ 
but  since  at  least  a  month  had  elapsed  since  the  presumed 
attack  of  diphtheria  this  was  scarcely  an  unlikely  result.  The 
second  case  was  that  of  a  boy,  aged  seven  and  a  half  years^ 
who  a  month  and  a  half  previously  had  passed  an  ascaris 
from  the  anus  and  another  from  the  mouth ;  some  days  later 
he  became  ill  and  complained  of  his  throat,  and  his  mother 
states  that  in  the  pharynx  was  a  small  white  spot,  but  no 
doctor  was  called  in  and  in  a  few  days  the  spot  disappeared ; 
two  weeks  afterwards,  however,  it  was  noticed  that  the  boy 
was  speaking  through  his  nose  and  had  some  difficulty  in 
swallowing,  along  with  loss  of  power  of  walking  and  pain  in 
the  legs.  He  was  soon  thereafter  brought  into  hospital.  He 
had  complete  paralysis  of  the  soft  palate  and  dysphagia  to  a 
dangerous  degree ;  the  voice  was  feeble  and  nasal ;  fluids  and 
saliva  regurgitated  from  the  nose  when  attempts  at  swallowing 
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wer6  made ;  there  was  external  ophthalmoplegia  and  paralysis 
of  the  muscles  of  the  neck  ;  there  was  also  incomplete  paralysis 
of  the  lower  limbs,  with  ataxiform  gait  and  abolition  of  the 
patellar  reflex,  and  there  was  threatened  paralysis  of  the 
diaphragm.  Here  also  the  examination  of  tiie  secretions  for 
the  bacillus  of  diphtheria  was  negative.  This  second  case 
differed  from  the  first  in  the  fact  that  the  paralytic  symptoms 
did  not  appear  till  some  time  after  the  supposed  diphtheritic 
phenomena  had  passed  away.  This  is  explained  if  it  be  granted 
that  in  the  first  case  the  toxines  reached  the  nervous  centres 
through  the  blood,  while  in  the  second  the  poison  passed 
from  the  throat  slowly  by  means  of  the  centripetal  nerve 
route.  Both  children  recovered  under  the  influence  of  elec- 
tricity and  the  tincture  of  nux  vomica;  the  serum  was  not 
used,  and  there  was  no  necessity  to  have  recourse  to  feeding 
with  the  oesophageal  sound. 


SURGERY 

The  Veterinarian  for  May  1899  contains  an  interesting  paper 
■on  "  Some  effects  of  the  Dum-Dum  bullet  on  Horses,"  by 
Veterinary-Lieutenant  G.  K.  Walker.  Several  experiments 
were  carried  out  on  two  horses.  In  these  the  bullet  was  found 
to  "set  up"  or  mushroom  to  a  marked  degree  when  it 
struck  a  bone,  but  this  also  occurred  once  where  no  hard 
structure  was  hit.  In  two  shots  the  bullet  was  so  broken 
up  that  only  portions  of  it  could  be  found,  and  in  both  a 
strong  bone  had  been  struck.  The  local  injury  to  the  hard 
parts  was  more  severe  than  in  that  inflicted  by  a  solid  bullet, 
but  it  is  not  mentioned  that  the  bones  were  split  up  as  used 
to  occur  with  larger  bullets  which  did  not  "set  up.''  The 
least  satisfactory  part  of  the  experiments  was  that  the  range 
was  so  short ;  with  these  long-range  small-bore  weapons  ft 
is  more  interesting  to  know  the  injuries  which  would  occur 
when  the  bullet  has  lost  its  muzzle  velocity. 

These  experiments  have  some  interest  in  relation  to 
similar  wounds  in  the  human  subject  We  think  it  to  be 
doubtful  whether  the  human  skin  is  so  resistant  as  to  cause  the 
^*  setting  up "  of  the  bullet  as  occurred  in  one  of  the  above- 
mentioned  experiments.  We  have  seen  an  explosive  bullet 
from  a  '450  express  rifle  pass  clean  through  the  abdomen 
of  a  deer  at  a  range  of  about  100  yards  without  any  explosion — 
which  is  merely  an  exaggeration  of  the  "setting  up"  of  the 
Dum-Dum  bullet — and  we  think  that  it  is  likely  that  the 
Dum-Dum  bullet  does  not  "set  up"  unless  it  strikes  a  hard 
substance  in  the  human  subject. 


Surgery  567 

Alcohol  AS  a  Disinfectant  (Ahlfeld,  Monatss.f.  Geburtsh. 
u.  Gynak.,  1899,  Bd,  x.,  p.  117). — After  a  short  summary  of  the 
laboratory  work  on  the  disinfecting  power  of  alcohol,  m  which 
•he  states  that  sterilization  of  the  skin  is  attainable  by  the  alcohol 
method  but  that  alcohol  needs  a  certain  amount  of  water  for 
the  exercise  of  its  powers  and  only  acts  in  the  depths  of  the 
•tissues  when  these,  freed  from  fat,  are  sufficiently  treated  with 
warm  water,  Ahlfeld  goes  on  to  state  the  various  ways  in 
which  alcohol  is  used  as  a  disinfectant  in  his  service,  and  the 
successful  results  which  have  been  obtained,  {a)  For  the  skin 
and  hands.  The  part  to  be  disinfected  is  thoroughly  washed  with 
soap  and  hot  water,  then  with  sterilized  water,  and  then  96% 
alcohol  is  rubbed  in  for  several  minutes.  In  five  years  they 
have  had  no  puerperal  death  and  no  severe  puerperal  illness, 
and  the  bacteriological  testing  of  the  hands  has  been  satisfactory. 
In  this  section  he  gives  a  resum^  of  the  controversy  on  the 
sterility  of  the  hands,  {b)  For  the  umbilical  stump.  After  the 
child  is  bathed  the  cord  is  retied  and  cut  short  at  an  inch  ;  the 
stump  and  the  navel  and  surrounding  part  are  then  moistened 
with  96%  alcohol  and  covered  with  sterile  wool.  The  child  is 
afterwards  washed  only,  not  bathed,  till  the  stump  has  come  off. 
(c)  For  inoperable  umbilical  hernia.  An  operable  case  which 
was  disinfected  by  spirit  was  previously  reported,  and  the  details 
are  now  given  of  an  inoperable  case  which  healed  over  under 
treatment  with  alcohol  compresses,  {d)  For  the  prevention  of 
ophthalmia.  In  five  hundred  cases  in  which  they  used  47*5% 
alcohol,  they  had  one  severe  and  three  slight  cases,  and 
Ahlfeld  proposes  to  use  stronger  spirit  as  he  finds  the  cornea 
can  bear  it.  {e)  For  intra-uterine  douching.  In  case  of  fever 
in  the  puerperium  and  after  prolonged  intra-uterine  manipulation, 
one  or  two  douches  with  50^^  alcohol  are  given.  In  an  experi- 
ence of  eighty  cases,  Ahlfeld  has  formed  a  favourable  impression 
of  its  usefulness.  (/)  For  keeping  instruments  sterile.  Glass 
instruments,  catheters,  and  brushes  are  kept  in  alcohol.  In 
the  delivery  room  these  are  used  direct  from  the  alcohol.  During 
his  consulting  hours  the  instruments  are  lifted  from  the  96% 
alcohol,  and  to  avoid  the  burning  sensation  are  washed  in  sterile 
water.  After  use  they  are  again  washed  in  water  and  laid  in 
the  spirit,  unless  after  infectious  cases  when  they  are  boiled. 
{g)  Of  the  usage  popular  in  this  country  of  disinfecting  (harden- 
ing) the  nipples  by  soaking  them  with  spirit,  there  is  no  mention 
in  the  paper. 

Bumm  in  the  next  number,  p.  353,  recounts  his  own  experi- 
ments to  show  the  ground  for  his  disbelief  in  the  security  of 
sterilization  by  the  alcohol  method. 


568  Abstracts 

MIDWIFERY  AND  GYNECOLOGY 

Vaginal  Cystotomy  for  the  Cure  of  Irritable 
Bladder. — R.  W.  Knox  {Amer.  Journ.  Obstj  xL,  No.  3,  p. 
350,  September  1899)  reports  two  cases  of  irritable  bladder 
of  long  standing  and  of  great  severity,  in  which  cure  was  at 
length  obtained  by  vaginal  cystotomy,  an  artificial  vesico- 
vaginal fistula  being  made  in  the  one  case  by  the  thermo- 
cautery, in  the  other  by  incision  and  stitching  the  mucous 
membrane  of  the  bladder  to  that  of  the  vagina.  The  dis- 
agreeable feature  of  the  operation  is  the  dribbling  of  urine 
which  follows ;  but  this  may  be  minimised  by  anointing  the 
vulva  and  inside  of  the  thighs  with  oxide  of  zinc  salve,  and 
the  frequent  changing  of  absorbent  pads.  Knox  believes  that 
.the  trouble  is  originally  and  essentially  a  neurosis  located  at  the 
vesical  sphincter,  and  the  parts  involved  may  become  hyperemic. 
The  closure  of  the  vaginal  opening  by  the  ordinary  operation 
for  repair  of  a  vesico-vaginal  fistula  usually  can  be  performed 
at  the  end  of  seven  weeks  or  two  months.  The  psychical  effect 
is  not  the  least  benefit  which  follows  the  cure  of  this  troublesome 
condition. 


Parotid-Gland  Therapy  in  Ovarian  Disease.— J.  B, 
Shober  {Amer.  Joum,  Obst,  xl.,  No.  3,  p.  368,  September  1899) 
puts  on  record  nine  cases  of  chronic  oophoritis  and  ovarian  con- 
gestion treated  by  the  internal  ingestion  of  desiccated  parotid 
gland  of  the  sheep.  The  remedy  was  given  in  tablets  containing 
each  two  grains  of  the  desiccated  powder,  equivalent  to  twenty 
grains  of  the  fresh  gland  ;  the  dose  was  from  three  to  six 
tablets  daily.  The  cases  treated  had  all  suffered  from  dys- 
menorrhoea  and  pain  in  the  iliac  fosss  radiating  to  the  bladder,, 
sacrum,  hip,  rectum,  and  down  the  affected  side.  The  results 
showed  that  the  parotid^land  feeding  relieved  the  ovarian  pain 
and  caused  reduction  in  the  size  and  tenderness  of  enlarged  and 
sensitive  ovaries ;  also  the  menses  became  regular  and  less  pain- 
ful.  The  good  effect  in  retroversion  of  the  uterus  and  prolapsed 
ovaries  was  very  marked,  although  of  course  the  position  of  the 
uterus  was  unaffected. 


DISEASES  OF  CHILDREN 

The  "Mapped"  or  "Geographical"  Tongue  in 
Children.  —  The  so-called  "mapped"  condition  of  the 
tongue  is  first  observed   in  the  majority  of  cases  soon  after 
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birth,  less  frequently  it  appears  within  the  first  year,  and 
rarely  later  in  life.  The  course  of  the  affection  extends  over 
years,  although  its  temporary  disappearance  for  a  longer  or 
shorter  time  often  takes  place.  It  is  tolerably  common  in 
young  children,  but  its  pathologjy  is  still  unknown.  The  late 
Professor  Parrot  regarded  it  as  a  manifestation  of  congenital 
syphilis,  but  he  altogether  failed  to  establish  this  opinion.  Dr 
Henry  Bohm  has  investigated  a  number  of  cases,  and  publishes 
his  conclusions  in  the  form  of  a  clinical  lecture  {SatntnL  klin, 
Vortrdge^  No.  249).  In  about  three-quarters  of  his  cases  there 
were  symptoms  which  indicated,  or  at  least  suggested,  the 
presence  of  scrofulo-tuberculosis,  with  or  without  a  heredi- 
tary tendency.  He  is  inclined  to  think,  therefore,  that  the 
"  mapped  "  tongfue  is  probably  a  scrofulous  affection,  although 
this  is  not  proved.  Its  occurrence  in  families,  its  chronic 
course,  and  its  gradual  disappearance  in  later  childhood, 
suggest  the  idea  that  it  is  analogous  to  the  protracted  and 
frequently  recurring  catarrhs  that  are  met  with  in  other 
mucous  membranes  in  scrofulo-tuberculous  individuals.  The 
fact  that  only  two-thirds  of  Dr  Bohm's  cases  had  symptoms 
of  scrofula,  and  only  one  died  of  tuberculosis,  does  iiot,  as  he 
thinks,  altogether  negative  his  contention.  Phlyctenular 
ophthalmia,  which  is  regarded  generally  as  a  scrofulous  com- 
plaint, also  occurs  in  children  who  are  not  scrofulous  ;  and  it 
has  also  been  pointed  out  by  Professor  Monti  that  when 
scrofulous  children  have  reached  the  stage  at  which  they  have 
inflammatory  processes  affecting  the  skin,  mucous  membranes 
and  periosteum,  which  refuse  to  heal,  they  comparatively  seldom 
develop  tuberculosis. 

If  it  were  possible,  as  Dr  Bohm  thinks  it  may  be,  to  establish 
as  a  fact  that  the  "  mapped  "  tongue  is  a  symptom  of  scrofulo- 
tuberculosis,  the  early  commencement  of  the  lesion  and  its  ready 
accessibility  to  examination,  would  make  it  an  important  addi- 
tion to  our  means  of  diagnosing  this  condition. 


The  Separation  of  Bacteria  from  Milk  by  Natural 

Process. — Dr  Rowland  G.  Freeman  has  been  investigating  the 
distribution  of  bacteria  in  milk  which  has  been  allowed  to  stand 
until  cream  has  formed  on  it,  and  has  made  a  preliminary 
communication  on  his  results  (Arch,  of  Pediatrics,  Aug.  1899). 
Should  his  observations  be  confirmed  by  other  workers,  the 
process  which  he  describes  will  probably  turn  out  to  have  an 
important  bearing  on  infant  feeding. 

He  says,  *'  if  milk  is  allowed  to  stand  and  the  cream  rises, 
and  then  a  separate  analysis  is  made  of  the  milk  and  cream,  it 
is  found,  in  the  average  of  a  considerable  number  of  analyses 
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which  I  have  so  far  made,  that  the  c^ream  contains  some  300 
times  as  many  bacteria  as  the  milk,  and  with  the  rising  of  the 
cream  about  99  per  cent  of  the  bacteria  are  removed  from  the 
milk."  This  separation  of  the  bacteria  may  be  attributed  to 
their  growing  better  in  the  top  layer  owing  to  the  better  nourish- 
ment supplied  by  the  cream  and  to  the  greater  supply  of  oxygen. 
It  may,  however,  be  due  to  the  carrying  up  of  bacteria  by  the 
fat  globules  as  they  rise — a  sort  of  inverse  precipitation.  The 
extent  to  which  bacteria  are  removed  from  the  milk  by  this  pro- 
cess may  be  gathered  from  the  following  experiments : — 

One  sample  of  milk  that  contained  4240  bacteria  per  ca, 
showed  in  the  milk  after  separation  of  the  cream,  36  per  cc 
Another,  containing  7750,  showed,  after  separation  of  the 
cream,  only  20.  Another,  containing  18,970,  showed,  after 
separation,  175. 

Dr  Freeman  suggests  that  if  heating  milk  to  155'  F.  is 
injurious  to  it  as  an  infant  food,  the  bulk  of  the  bacteria 
present  may  be  separated  by  allowing  the  cream  to  rise,  then 
removing  and  pasteurising  or  sterilising  it,  and  mixing  it  again 
with  the  comparatively  germ-free  raw  milk. 


Renal  Complications  in  Acute  Enteric  Diseases  in 

Infancy. — In  a  recent  paper  on  this  subject  {Arch,  of  Pedia- 
trics^ September  1899),  Dr  J.  L.  Morse  gives  the  following 
conclusions,  which  do  not,  however,  apply  to  cases  of  cholera 
infantum.  It  is  probable  that  more  or  less  marked  degenera- 
tive changes  occur  in  the  kidneys  in  many,  if  not  in  most  cases, 
of  acute  diarrhoea.  These  changes  are  due  to  the  action  of 
bacteria  or  of  toxines,  almost  always  the  latter.  Inflammatory 
changes  are  rare.  As  the  result  of  the  degenerative  changes  in 
the  kidneys,  albumin  and  renal  elements  may  be  found  in  the 
urine.  Albuminuria  occurs  in  about  15  per  cent  of  all  cases. 
The  sediment  contains  casts,  usually  hyaline  and  finely  granular, 
in  about  60  per  cent,  of  the  cases  in  which  albuminuria  is  pre- 
sent. The  presence  of  albumin  and  casts  does  not  justify  the 
term  "  nephritis,"  and  is  not  of  bad  prognostic  import. 


Leucocytosis  in  Whooping-Cough, — F.  Cima  {La 
Pediatria,  Ann.  7,  No.  9,  September  1899,  p.  261)  has  ex- 
amined the  blood  in  two  series  of  cases  of  whooping-cough. 
The  total  number  of  patients  examined  was  thirty-seven, 
sixteen  in  the  first  series  and  twenty-one  in  the  second.  As 
a  general  result  he  found  that  in  the  uncomplicated  pertussis 
of  infancy  a  marked  leucocytosis  was  set  up,  the  number  of 
leucocytes  rising  even  as  high  as  three  times  the  normal 
Generally,  also,  the  leucocytosis  showed  an  ascending  and  a 
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<Jescending  curve  corresponding  to  the  course  of  the  disease. 
The  increase  in  the  white  cells  was  greater  among  the  young 
•children  (under  two  years)  and  among  those  who  developed 
broncho-pulmonary  complications  or  other  morbid  states  such 
as  rickets  and  grave  anaemia.  It  cannot  be  deduced  from 
these  observations  whether  the  white  cells  come  first  from 
lymphocytes  and  then  from  polymorphic,  polynucleated  leu- 
cocytes, or  whether  these  last  are  gradually  augmented  at  the 
expense  of  the  first ;  more  observations  and  at  more  frequent 
intervals  are  needed  to  settle  these  points.  In  consequence 
of  this  defect  in  our  knowledge,  the  pathogenetic  mechanism 
of  this  leucocytosis  must  remain  obscure ;  it  may  be  due  to 
congestion  of  the  tracheo-bronchial  glands,  or  it  may  be  due 
to  a  general  infection  and  therefore  to  an  irritation  of  all 
the  leucocytogenic  organs.  In  doubtful  cases  of  pertussis,  in 
infants  apparently  healthy  and  showing  no  fever,  the  ex- 
amination of  the  blood  and  the  discovery  of  leucocytosis  has 
an  importance  in  establishing  more  securely  the  diagnosis 
and  in  leading  to  the  taking  of  prophylactic  measures.  It 
is  specially  important  when  the  anamnesis  is  defective,  when 
attacks  of  coughing  cannot  be  observed,  and  when  the  patients 
are  only  a  few  months  old. 


OPHTHALMOLOGY 

A  Report  of  Thirteen  Cases  of  Hysteria  showing 

PARTIAL     REVERSAL     IN    THE    VISUAL     FIELDS    (by     M.    W. 

Zimmerman,  Annals  of  Ophthalmology^  July  1899). — "  It  has 
been  claimed  that  hysteria  may  be  diagnosed  by  peculiar 
changes  in  the  visual  fields,  which  are  not  explained  by  any 
recognisable  organic  lesions.  There  are  three  defects  to  which 
importance  has  been  attached  : 

"  I.  General  contraction,  in  which  the  limit  for  white  or  form 
suffers  relatively  more  than  the  limits  for  the  colours. 

"  2.  Annular  or  ring  scotoma,  situated  at  some  point  between 
the  central  field  and  the  periphery ;  and 

"  3.  Partial  or  complete  reversal  of  the  normal  order  of  the 
perception  limits  at  the  margin  of  the  field." 

The  writer  maintains  that  in  the  light  of  our  present  know- 
ledge too  much  stress  ought  not  to  be  placed  on  these  visual 
^changes  for  diagnostic  purposes.  He  expresses  his  own  beliefs 
by  the  following  conclusions : — 

1.  Moderate  contraction  of  the  visual  field  alone  is  not 
conclusive. 

2.  Extreme  contraction,  in  which  the  field  for  white  or  form 
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suffers  relatively  more  than  the  colour  fields,  suggests  very 
strongly  the  presence  of  hysteria. 

3.  Complete  reversal,  and  persistent  partial  reversion,  whea 
of  considerable  extent  and  not  explained  by  organic  lesions  are 
almost  certain  evidences  of  the  hysterical  state. 


The  Use  of  Egg  Membrane  in  Ophthalmic  Surgery 
(by  D.  H.  Coover,  Ophthalmic  Record^  May  1899), — Coover  has 
used  egg  membrane  in  the  surgical  treatment  of  four  different 
conditions.  The  first  case  was  one  of  symblepharon,  the  second 
burn  of  the  cornea,  the  third  corneal  ulcer,  and  the  fourth  iri- 
dectomy where  infection  was  feared.  The  author  claims  the 
following  advantages  :  That  it  is  easily  obtainable,  easily 
applied,  produces  no  pain  or  irritation,  and  is  aseptic  providing 
the  egg  is  fresh,  and  that  secretions  do  not  act  on  it  It  can 
be  removed,  cleansed  and  replaced.  It  is  firm  and  elastic,  and 
adapts  itself  to  the  parts  wherever  applied.  He  suggests  that 
it  might  be  useful  in  corneal  fistulae,  in  preventing  prolapse  of 
iris  in  simple  extractions,  and  in  preventing  the  infection  of 
corneal  and  scleral  wounds  after  operation. 


The  Introduction  of  Iodoform  into  the  Anterior 
Chamber  in  Tubercular  Iritis  (by  N.  J.  Weill,  Archives  of 

Ophthalmology,  vol.  xxviii.,  No.  2). — Tuberculous  material  taken 
from  the  human  iris  and  ciliary  body  was  introduced  into  the 
anterior  chamber  of  two  rabbits  by  the  author.  After  tuber- 
culous nodules  had  appeared  in  the  iris  of  the  animals,  iodoform, 
sterilised  with  and  then  freed  from  carbolic  acid,  was  introduced 
into  the  anterior  chamber  by  means  of  a  trochar  through  a 
corneal  incision.  The  following  conclusions  are  drawn  from 
the  clinical  and  histological  examination : — 

1.  Sterilized  iodoform  is  slowly  taken  up  from  the  anterior 
chamber,  even  although  the  boundaries  of  the  latter  be  diseased. 

2.  It  undoubtedly  exercises  a  mitigating  influence  not  only 
in  an  eye  in  which  tuberculous  material  is  simultaneously  intro- 
duced, but  also  in  those  eyes  in  which  the  iris  had  previously 
been  tuberculous. 

3.  It  is  probable  that  the  tuberculous  process  in  the  eyes 
already  tuberculous  would  have  been  less  intense  if  the  inocula- 
tion could  have  been  made  more  thorough  and  kept  free  from 
unexpected  deleterious  complications. 

4.  Iodoform  inoculation  may  bring  about  at  least  a  tem- 
porary retardation  of  the  tuberculous  invasion,  and  afford 
sufficient  time  to  build  up  the  general  system  enough  to  resist 
the  invading  bacilli. 

5.  It  is  applicable  in  acute  as  well  as  chronic  cases. 
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GONORRHCEAL  CONJUNCTIVITIS  (by  Prof.  Fournier,  Annals 
of  Ophthalmology^  July  1899). — Fournier  recognises  two  forms 
of  gonorrhceal  conjunctivitis.  As  regards  the  first  variety 
■every  one  is  familiar.  There  is,  however,  another  variety 
which  has  found  but  meagre  notice,  and  to  which  Fournier 
•calls  our  attention.  "  Whenever,"  he  says,  "  you  see  anyone 
with  very  red  eyes  who  can  look  you  in  the  face  without 
winking  and  without  lachrymation,  you  can  be  almost  certain 
that  you  have  before  you  a  case  of  gonorrhceal  conjunctivitis." 
In  this  type  of  the  disease  the  infection  is  an  endogenous 
one.  First  one  eye  is  attacked,  and  sooner  or  later  the  other. 
The  affection  presents  three  characteristic  symptoms — redness, 
diminished  sensibility  to  lights  and  diminished  lachrymation.  It 
is  not  a  serious  affection,  and  will  get  well  usually  without 
treatment. 


DERMATOLOGY 

The  Influence  of  the  X-Rays  on  Healthy  and 

Diseased  Skin  {Zarubin,  Monatsh.  f,  pract  Dermatolog. 
xxviii.-io). — The  author  has  collected  and  summarised  the  re- 
sults of  a  number  of  observers. 

The  rays  seem  to  have  been  of  most  service  in  the  treatment 

of  Lupus  Vulgaris. 

Albers  cured  by  its  means  two  cases  of  lupus  of  the  face. 
The  tube  was  placed  at  a  distance  of  25  cm.  from  the  patient, 
and  the  strength  of  the  current  was  20  volts  and  5  amperes. 
The  sittings  were  daily,  lasted  for  from  20  to  30  minutes,  and 
were  continued  until  dermatitis  appeared,  in  tiie  first  case  in 
three  weeks,  in  the  second  in  five  days.  Six  months  afterwards 
the  second  patient  was  quite  well. 

Gocht  treated  six  cases.  The  sittings  were  twice  weekly  and 
lasted  from  a  quarter  to  half  an  hour.  The  tube  was  held  at  a 
distance  of  6  or  7  cm.,  and  the  unaffected  skin  was  covered  with 
a  lead  mask.  The  current  was  one  of  50  volts.  In  the  first  case 
treated,  the  disease  affected  the  gums  and  hard  palate  and  the 
results  were  nil  From  certain  points  in  the  case,  however,  it  is 
not  unlikely  that  the  case  was  one  of  syphilis.  The  second  was 
a  case  of  "  ulcerated  "  lupus,  which  had  proved  singularly  obsti- 
nate to  other  treatment.  In  a  week  there  was  marked  improve- 
ment ;  in  16  days  intense  dermatitis.  The  adjacent  parts  had 
not  been  protected,  and  the  hairs  on  the  temple  and  eyebrows 
fell  out  In  four  months  the  case  was  well  The  absence  of 
pigment  in  the  scar  was  remarkable.  In  his  other  cases  the 
results  were   equally  satisfactory.      Kummell,    demonstrating 
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these  cases  at  the  Sui^ical  Congress  at  Berlin,  suggested  that 
the  gradual  approach  of  the  tube  might  diminish  the  risk  of 
dermatitis. 

Schiff  has  used  the  rays  extensively.  He  places  the  tube  at 
a  distance  of  15-25  cm.,  the  sittings  take  place  daily  and  last 
from  half  an  hour  to  two  hours.  In  his  first  case  18  and  10  days 
respectively  elapsed  before  dermatitis  appeared.  The  treatment 
was  then  stopped,  and  in  six  and  four  months  respectively  the 
skin  was  almost  normal,  while  in  the  second  case  an  enlarged 
gland  became  almost  imperceptible.  His  main  points  are  as 
follows  :  I.  The  general  inflammatory  reaction  appears  in  about 
ten  days,  and  takes  an  unusually  long  time  to  disappear.  2«  The 
reaction  is  in  a  manner  specific,  as  previously  invisible  nodules 
become  evident.  3.  The  rays  cause  a  loosening  and  falling  out 
of  the  lupus  nodules.  4.  The  glands  in  connection  with  the 
affected  part  often  swell  after  exposure.  5.  The  rays  seem  to 
stimulate  indolent  granulations  into  activity. 

Sonnenbergy  Netsser^  and  Zeimmssen  all  report  good  results 
from  the  treatment. 

Lupus  Erythematosus. — Schiff  claims  to  have  cured  a 
caseof  this  disease  in  seven  weeks  by  the  use  of  the  rays. 

They  have  also  been  used  in  the  treatment  of  large  PIG- 
MENTED Hairy  Moles.  In  this  use  Freund  recommends  the 
greatest  caution,  as  severe  reaction,  especially  in  children,  is  the 
rule,  and  in  some  cases  large  indolent  ulcers  form. 

Gocht  treated  a  case  on  the  flexor  aspect  of  the  wrist  of  a 
child.  The  naevus  had  a  diameter  of  5-6J  cm.,  and  was  some- 
what prominent.  For  two  weeks  no  effects  were  observed. 
Then  the  hairs  began  to  fall  out,  or  could  be  removed  without 
pain.  After  18  days,  treatment  had  to  be  suspended  on  account 
of  dermatitis.  Four  days  later  the  part  was  again  exposed  to 
the  rays,  and  this  exposure  was  followed  by  intense  inflamma- 
tion; a  bulla  arose  over  the  mole,  and  all  the  hairs  fell  out;  there 
was  much  exudation  of  a  cloudy,  serous  fluid,  but  there  was 
neither  itching  nor  pain.  The  redness  spread  all  up  the  arm^ 
but  with  the  exception  of  some  loss  of  appetite,  there  was  no 
disturbance  of  the  general  health.  At  the  time  of  writing  the 
corium  was  laid  bare  and  there  were  numerous  bleeding  points. 
Kummell  treated  a  case  of  nxvus  with  success. 

Favus. — Freund  was  not  so  successful  as  he  expected  in  the 
treatment  of  this  disease,  but  Alters  and  Zeimmssen  have 
treated  it  successfully. 

The  other  side  of  the  story  is  told  in  the  second  part  of  the 
paper,  where  a  number  of  accidents  are  chronicled. 

Apostoli  saw  severe  dermatitis,  with  necrosis,  after  two  appli* 
cations  of  the  rays.     Below  publishes  a  case  where  the  rays 
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were  being  used  to  remove  superfluous  hairs  on  the  chin  and 
upper  lip.  In  her  anxiety  to  get  the  full  benefit  of  the  treat- 
ment, the  patient  approached  the  tube  so  closely  that  the  sparks 
crossed  directly  to  her.  That  night  an  intense  erysipelatous  in- 
flammation set  in,  vesicles  and  postules  appeared,  and  several 
weeks  elapsed  before  recovery.  Bronson  reports  the  case  of  a 
woman,  aged  30,  who  had  five  exposures  of  an  hour  each,  several 
days  intervening  between  each.  About  a  fortnight  afterwards 
a  number  of  red  papules  appeared,  and  then  an  ulcer  formed 
which,  at  the  end  of  three  months,  showed  no  tendency  to  heaU 

Radet  and  Berlin  Sans  found  that  after  exposing  dogs  ta 
strong  currents  the  hairs  fell  out  and  ulcers  appeared.  Lust- 
garten  reported  the  case  of  a  woman,  aged  54,  who  was 
exposed  altogether  four  times  to  the  rays,  the  total  exposure 
amounting  to  one  and  a  half  hours.  Ten  days  after  the  last 
exposure,  ulceration  (on  the  abdomen)  set  in,  and  four  months 
afterwards  was  still  in  statu  quo.  Numerous  similar  instances 
are  recorded,  many  of  them  after  the  experimental  use  of  the 
rays  in  cases  which  did  not  on  the  face  of  them  promise  to 
be  much  benefited  by  the  treatment.  It  was  applied  on  one 
occasion  by  an  electrician  to  diseased  nails,  in  another  (by  a 
hoemeopath)  to  a  case  of  rheumatic  facial  paralysis,  while  several 
cases  have  followed  the  search  for  bullets  in  the  chest  where  the 
exposure  was  necessarily  prolonged. 

Complete  falling  out  of  the  hair  after  exposure  has  been 
frequently  noted,  Berger  having  seen  a  case  where  the  greater 
part  fell  in  one  night  after  one  exposure.  Lesser  covered  his 
hand  with  lead  foil,  in  which  he  cut  a  small  window  and  exposed 
it  for  a  quarter  of  an  hour  to  the  rays.  Three  weeks  afterwards- 
the  hair  on  the  unprotected  patch  fell  out,  but  the  growth  was 
soon  renewed.  If,  however,  a  very  severe  dermatitis  has  been 
produced  on  a  hairy  part,  it  is  by  no  means  certain  that  the 
hair  will  return. 

Woyzechowski  conducted  certain  experiments  in  order  to 
determine  what  it  was  in  the  rays  which  produced  these  effects 
on  the  skin,  and  satisfied  himself  that  where  the  pure  rays  alone 
played  on  the  skin  there  were  no  bad  effects,  and  that  these 
were  due  to  the  accompaniments  {nebenerscheinungen). 

The  author  then  reviews  the  opinions  held  by  the  different 
authorities  as  to  the  nature  of  their  action ;  but  little  is  to  be 
gained  from  a  repetition  of  these,  for,  as  he  remarks,  every 
single  observer  has  his  own  view  of  the  matter. 

He  concludes  his  review  with  the  following  deductions : — 

I.  The  X-rays  are  of  real  value  in  lupus  vulgaris,  also  in 
chronic  eczema,  in  the  removal  of  hairs,  in  cases  of  naevi  and  in 
some  cases  of  varicose  ulcer  of  the  leg,  lupus  erythematosus^ 
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acne  vulgaris,  hyperthrichosis,  favus,  psoriasis,  elephantiasis,  and 
ephelides. 

2.  There  are  often  accidents,  most  commonly  dermatitis 
^complicated  by  abscesses  and  necrosis),  alopecia,  and  in  some 
^ases  darkening  and  drying  of  the  epidermis. 

Cautiously  used,  they  will  undoubtedly  prove  of  value  in 
some  forms  of  skin  disease,  but  much  further  investigation  is 
necessary  before  they  come  into  general  use. 

I  may  be  permitted  to  add  to  this  abstract  a  short  original 
note.  For  some  time  I  have  had  in  view  the  use  of  these  rays 
in  favus,  of  which  Edinburgh  still  remains  a  notorious  hot- 
bed. Circumstances  prevented  my  commencing  operations 
until  July,  when  a  very  severe  case  was  subjected  to  their 
action.  The  case  is  not  yet  complete,  but  the  results  are  cer- 
tainly far  more  promising  than  those  of  any  other  treatment 
that  I  am  acquainted  with.  I  can,  however,  echo  from  personal 
experience  the  cautions  dwelt  on  by  so  many  of  the  authors 
quoted,  and  would  impress  on  those  who  feel  inclined  to  try  the 
new  treatment  to  proceed  with  the  very  greatest  caution,  and  to 
increase  the  strength  of  the  current  and  the  duration  of  the 
exposure  only  very  gradually.     (Rev.) 

Xanthomat A,  Nature  of  the  {New  York  Med,  Jour,,  ]M\y 
IS,  1899). — Pollitzer  thus  concludes  his  paper  on  this  subject : — 
(i)  xanthoma' palpebrarum  vulgare  is  not  a  neoplasm;  it  is  the 
product  of  the  degeneration  of  embryonically  misplaced  muscle 
fibres ;  (2)  it  bears  no  histological  relationship  whatever  to 
xanthoma  tuberosum  disseminatum  ;  (3)  the  common  xanthoma 
tuberosum  and  xanthoma  diabeticorum  are  similar  processes. 
(4)  They  are  both  connective-tissue  neoplasms  in  which  the 
relative  proportion  of  fibrous  tissue  and  connective-tissue  celk 
varies  in  different  cases.  In  both  the  cells  undergo  a  fatty 
degeneration,  resulting  in  the  destruction  of  the  cells  and  ulti- 
mately in  the  more  or  less  complete  disappearance  of  the  nodule. 
The  process  is  more  diffuse,  and  the  degeneration  more  rapid 
in  the  diabetic  form.  (5)  Generalised  xanthoma  is  an  irri* 
tative  process,  whose  cause  must  be  sought  in  some  systemic 
disturbance. 


Notice. 

In  future  all  communications  to  the  Editorial  Department^  including 
Exchanges  and  Books  for  Review,  should  be  addressed  to  The  Editor^ 
3  Walker  Street,  Edinburgh;  and  all  business  communicaiions,  including 
Subscriptions,  Advertisements,  St'c,  to  The  Sub-Editor,  7  Afanor  Place^ 
Edinburgh. 
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